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Carcinoma of the Stomach* 


George A. Hallenbeck, M.D. 
Section of Surgery. 
Mayo Clinic and Mayo Foundation.{ 
Rochester, Minnesota 
Carcinoma of the stomach is one of the 
commonest cancers and is currently estimated to 
cause about 10 per cent of the annual deaths from 
cancer in the United States. The only way anyone 
has been cured of cancer of the stomach is by 
surgical extirpation of the lesion when it is suf- 
ficiently localized to be excised completely. The 
statement is exemplified by data published by 
Berkson, Walters, Gray, and Priestley! concerning 
approximately 10,000 patients observed at the 
Mayo Clinic between 1909 and 1949. Patients who 
had only exploratory laparotomy or a palliative 
operation, usually gastroenterostomy, died of the 
disease. According to follow-up study in 1950 or 
earlier, only 10 to 20 per cent survived 1 year 
and only about 1 per cent survived 5 years. The 
survival rate of patients for whom gastric resec- 
tions proved possible was better: 31.6 per cent 
lived 5 years and 23.2 per cent lived 10 years. The 
survival rate for the normal population group of 
similar age and sex composition is indicated by 
the top line of the graph (fig. 1). 
CANCER OF THE STOMACH 
SURVIVAL IN RELATIONSHIP TO METASTASIS 
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Figure 1 
Survival rates in successive years after operation for 
cancer of the stomach. ss from Berkson, tem 
Walters Waltman, Gray, H. K. and Priestley, J. T.: Mortality 
and Survival in Cancer of the Stomach: A Statistical 
ary of the Experience of the Mayo Clinic. Proc. Staff 
Meet., Mayo Clin., 27: 137-151 (Apr. 9) 1952.) 
Yet only 14 out of each 100 patients found at 
the Mayo Clinic in the years 1940 through 1945 
to have carcinoma of the stomach were alive 5 


years later. How were the other 86 lost? Figure 


“Read at the meeting of the Manitoba Medical Associa- 
tion, Winnipeg, Manitopa, Canada, October 16 and 17, 1956. 
tThe Mayo Foundation, Rochester, Minnesota, is a part 
of the Graduate School of the University of Minnesota. 


Cancer 


2 shows that 20 were judged to have inoperable 
lesions on the basis of the clinical examination 
alone, and did not even undergo laparotomy. Of 
the 80 patients with operable lesions, 66 underwent 
exploratory laparotomy, but in 36 of these the 
lesions were too extensive to permit removal. 


CANCER OF THE STOMACH 
ANALYSIS OF 5-YEAR LOSSES 
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Figure 2 
am of 5-year losses from cancer of the stomach. 
gs am from Berkson, Joseph, Walters, Waltman, Gray, 
H. K. and Priestley, J. T.: Mortality and Survival in Cancer 
of the Stomach: Statistical Summary of the Experience 
of the Mayo Clinic. Proc. Staff Meet., Mayo Clin., 27-137- 
151 (Apr. 9) 1952.) 


Arter resection, four patients did not survive to 
leave the hospital and 26 more died within the 
next 5 years, most of them of recurrent cancer. 

How can this rather dismal picture be im- 
proved? All of us await with hope the coming 
of some new knowledge which will alter the 
treatment and prognosis of this and other types 
of cancer. Meanwhile, we must try to put to 
better use the knowledge and technics we now 
have. We need earlier diagnosis and its corol- 
laries, increase in operability and resectability. 
We also need increased use of proper surgical 
procedures and decrease in operative mortality— 
all obvious, but essential too. 


Earlier Diagnosis 
Although all physicians have seen patients in 
whom carcinoma of the stomach had become in- 
operable before enough symptoms were present to 
lead even the most astute physician to the diag- 
nosis, it remains true that for any lesion there is a 
time at which extirpation would result in cure if 
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the presence of a lesion were known. The earlier 
the diagnosis is made, the better the result should 
be. Comfort and his associates? found that the 
postoperative mortality rate was lower and the 
percentage of 5-year survival greater in cases of 
small gastric cancer as compared with cases of 
gastric cancer of all sizes. The 5-year survival 
rates of 44.7 per cent for gastric cancer 4 cm. or 
less in diameter and 71 per cent for gastric cancer 
no larger than 2 cm. are 40 per cent and 125 per 
cent greater than the survival rate in all cases of 
resectable gastric cancer. 

What factors lead to the delay in diagnosis so 
commonly seen in carcinoma of the stomach? The 
lesions themselves differ greatly in detectability. 
Malignant lesions in the distal part of the stomach 
are likely to produce symptoms related to dis- 
turbed motility and obstruction which come to the 
patient’s attention earlier than any symptoms of 
a lesion in the fundus of the stomach. Some 
lesions are widely disseminated before any symp- 
toms are produced. In some instances delay results 
from factors related to the patient and his response 
to symptoms. Some patients of stoical natures 
neglect symptoms which others would consider 
significant; others with long records of functional 
gastrointestinal complaints may have their early 
significant symptoms lost in the tangled earlier 
histories. Some, long accustomed to self-treatment, 
succumb to the advertisements for medicaments 
which bombard from all sides, and so these too 
waste precious months before seeking help. Cer- 
tainly the physician himself sometimes fails to 
recognize the true state of affairs. Against this, 
as against other diseases in which early diagnosis 
is the key to success, he has no substitute for a 
high index of suspicion. Biopsies must be made 
of many innocent breast nodules if women are 
to have the best possible protection against car- 
cinoma of the breast. Likewise careful attention 
to patients with dyspepsia, including repeated 
roentgenologic examination if necessary, is re- 
quisite if the same standard is to be approached 
for patients who may have carcinoma of the 
stomach. 

Histories presented by patients with carcinoma 
of the stomach vary greatly. In about half the 
cases, which may be called the typical group, the 
patients are middle-aged or older (although 7 per 
cent are less than 40 years old) and have enjoyed 
normal digestion previously. Fairly rapid onset 
of indigestion has occurred and the patients may 
describe loss of appetite, epigastric fullness and 
discomfort after meals, and belching, regurgitation, 
and sometimes vomiting. Weight and strength 
are diminished, and anemia may be present. The 
symptoms are progressive — an important clinical 
point. In others (actually, in about 28 per cent of 
the patients, according to Walters and associates*), 
symptoms are of the ulcer type and may have 
been present for a long time. The accustomed 


ulcerlike dyspepsia may have changed recently; 
perhaps less relief is obtained from alkali or food 
than was obtained previously. With patients of 
this group, especially, the physician may fail to 
appreciate the true state of affairs and may waste 
valuable time with nonsurgical measures to relieve 
indigestion. It can never be taken for granted 
that ulcerlike symptoms exclude the possibility of 
carcinoma of the stomach. 


Still other patients present a nondescript type 
of history, often without much to point to the 
gastrointestinal tract and with only a gradual de- 
cline in weight and strength. Anemia, which can 
be profound, is evident in many patients of this 
group. The differential diagnosis of unexplained 
anemia should always include carcinoma of the 
stomach and of the right part of the colon. Patients 
with indeterminate histories may even have a 
palpable abdominal mass when the diagnosis is 
first made, and unfortunately these lesions are 
found all too commonly to be inoperable. 

How does one decide that a patient’s gastric 
carcinoma has advanced to the point that lapar- 
otomy offers him no real possibility of help? 
Sometimes there is evidence of distant metastasis 
from which one can assume the cancer is incurable 
by present-day technics. Enlarged supraclavicular 
nodes and the occasional implantation in the 
umbilicus can be studied easily through biopsy. 
A needle biopsy may prove that the nodular liver 
contains a metastatic lesion. Rectal examination 
may reveal the so-called rectal shelf of involved 
lymph nodes. Malignant cells may be demon- 
strable in ascitic fluid. Sometimes the decision as 
to whether or not to advise exploratory laparotomy 
is harder to make and requires the weighing of 
such factors as age, emaciation, the presence of 
a fixed mass, and the roentgenologic findings. 
Gastroscopic examination has been of little help 
to my colleagues and me; esophagoscopic examin- 
ation may give information sometimes concerning 
extension of the tumor into the esophagus, and is 
indicated particularly for high-lying lesions with 
associated dysphagia. 

Choice of Surgical Procedure 

When the surgeon explores the abdomen of a 
patient with carcinoma of the stomach, how does 
he decide whether or not the lesion can be re- 
moved? I like to decide first whether there is 
any hope of curing the patient or whether any 
procedure I might carry out would be at best pal- 
liative. Once this important decision is made, I 
can approach rationally the question of whether 
or not any procedure should be radical or limited. 

If the liver contains multiple metastatic lesions, 
cure is not possible at present. If metastatic 
lesions are widespread on peritoneal surfaces (in 
which case ascites is likely to be present), cure is 
not possible. Involvement of pelvic lymph nodes 
and ovaries is of similar import. Extensive involve- 
ment of the lymph nodes around the aorta and 


rt 


| 


| 
sl 
St 
le 
Si 


February, 1957] 


The Manitoba Medical Review . 83 


celiac axis or around the superior mesenteric ves- 
sels in the root of the transverse mesocolon carries 
similar meaning. Direct malignant extension of 
the gastric tumor into the head of the pancreas 
signifies incurability, and only rarely can a tumor 
which directly involves the left lobe of the liver 
be cured. 

Much attention has been paid in the past 10 or 
15 years to resections of several organs en bloc 
in an effort to improve rates of cure when the 
disease is widespread. Surgeons have removed 
the stomach together with all or part of the pan- 
creas, the esophagus, the left lobe of liver, the 
diaphragm, the left kidney and the adrenal gland 
when they are involved. Mortality and morbidity 
rates after such extensive procedures are high, 
and, I believe, usually out of proportion to the 
remote chance of curing the patient with cancer 
of the stomach. Although some surgeons earnestly 
believe that this approach to the disease is correct, 
my colleagues and I continue to think that when 
cancer of the stomach is so extensive as to require 
removal of the entire pancreas, left lobe of the 
liver, and some other organs, more distant spread 
will have occurred and the results will not justify 
the pain, © :pense, and early mortality. 

If the surgeon concludes that the lesion is not 
curable, he chooses the best method for palliation. 
Often subtotal gastrectomy can be done to remove 
an obstructing bleeding lesion, and it is the method 
of choice when feasible. Gastroenterostomy some- 
times can be done to relieve obstruction, although 
results often are disappointing. Jejunostomy for 
feeding is of little help and is not used often by 
my colleagues and me. Oftentimes, it is kindest 
to do nothing. Specimens should always be taken 
for exact diagnosis so that the infrequent patient 
who proves to have lymphoblastoma can be given 
roentgen therapy. 

Criteria for Gastric Resection.— When the 
surgeon can see some realistic hope of cure, he 
should carry out a radical operation, subtotal or 
sometimes total gastrectomy. These procedures are 
different from the gastric resections employed for 
peptic ulcer. To arrive at some criteria for an 
adequate gastric resection for gastric carcinoma, 
let me examine some of the factors determining 
survival after such operations. It goes without 
saying that the prognosis is better if no demon- 
strable metastasis has occurred. In one group of 
patients who underwent subtotal gastrectomy at 
the Mayo Clinic for cancer of the stomach, 48.5 
per cent without demonstrable metastasis survived 
5 years, whereas only 18.6 per cent with metastasis 
lived this long (fig. 3). My colleagues ReMine, 
Dockerty, and Priestley‘ have approached this 
matter from the basis of survival. From a group 
of patients who had undergone gastric resection 
for carcinoma of the stomach with involvement of 
regional lymph nodes, they selected 34 who sur- 
vived 5 or more years after operation and an equal 
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CANCER OF THE STOMACH 
SURVIVAL RATES AFTER OPERATION 
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Survival in cases of cancer of the stomach in relation- 
ship to metastasis. Berets from Berkson, Joseph, 
Walters, Waltman, Gray, H. K. and Priestley, J. T.: Mortal- 
ity and Survival in Cancer of the Stomach: A Statistical 
Summ of the my oy: of the Mayo Clinic. Proc. Staff 

: 137-151 (Apr. 9) 1952.) 


number who died within 1 year. Impressive among 
several differences they found was the greater 
extensiveness of nodal involvement, especially of 
the subpyloric lymph nodes, within the group 
whose survival was brief. 

Radical gastrectomy must include widespread 
removal of the nodes to which cancer of the 
stomach first spreads. Removal of the greater 
omentum allows more nearly complete excision of 
nodes along the greater curvature of the stomach 
than is possible if the omentum is left; further- 
more, the carcinoma might metastasize to the 
omentum. If the duodenum is transected near the 
ampulla of Vater, the lymph nodes on the surface 
of, and behind the head of, the pancreas can be 
removed cleanly. The right gastroepiploic artery 
is divided at its source and the gastrohepatic 
omentum is removed along with lymph nodes in 
it. The right and left gastric arteries are divided 
at their sources. The spleen is removed to permit 
excision of the nodes in its hilar region. Nodes 
along the superior and inferior borders of the body 
and tail of the pancreas are removed, and the tail 
of the pancreas is removed if it is involved. 


Some workers have suggested that total gas- 
trectomy be done in all cases. With this, my 
colleagues and I do not agree. Unless the upper 
fifth of the stomach is actually involved by the 
cancer, its removal will not make the operation 
more encompassing. It would be possible to per- 
form a total gastrectomy which would be less 
adequate for a given lesion in the lower half of 
the stomach than a properly performed radical 
subtotal gastrectomy would have been, merely by 
neglecting proper removal of lymph nodes. Of 
course, when the entire stomach is involved, total 
gastrectomy is necessary. 

In radical subtotal resections for cancer, exten- 
sive removal of duodenum and stomach often 
makes gastroduodenostomy difficult, and gastro- 
jejunostomy is ordinarily used to re-establish 
gastrointestinal continuity. For the occasional 
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stomach, radical resection of the upper part of 
the stomach and lower part of the esophagus is 
done through a thoracic or thoracico-abdominal 
incision. Often esophagogastrostomy can be used 
to re-establish continuity. 
The Gastric Ulcers 

A discussion of carcinoma of the stomach cannot 
well omit all consideration of treatment of gastric 
ulcers which present no clinical evidence of malig- 
nancy. Unlike duodenal ulcers, gastric ulcers may 
prove to be malignant. There is some argument 
as to whether gastric ulcers which originally are 
benign can become malignant or whether a benign 
ulcer remains benign and a malignant one begins 
and continues as a malignant ulcer. Experience 
with patients in whom the pathologist has found 
small areas of malignancy along the edge of gastric 
ulcers which had been known to be present for a 
long time has fairly well convinced me that ulcers 
which originally are benign can become malignant. 

Whether others agree with this belief or not 
is of less clinical importance than the fact that 
microscopic examination of the ulcer is the only 
way of determining with certainty whether a given 
gastric ulcer is benign or malignant. Lampert, 


Waugh and Dockerty® found that 73 of 550 patients 
given a preoperative diagnosis of benign gastric 
ulcer at the Mayo Clinic between 1938 and 1942 
proved to have malignant ulcers, an incidence of 


13 per cent. These are not the frankly ulcerating 
carcinomas which are easily recognized as such 
by the competent roentgenologist, but are the com- 
mon gastric ulcers which present the roentgenolo- 
gist with no signs pathognomonic of malignancy. 
Despite statements to the contrary, my colleagues 
and I contend that the gastroscopist cannot make 
this vital differentiation; indeed, the pathologist or 
surgeon cannot make it with certainty on gross 
examination of the lesion. 

The clinician is in a similar quandary despite the 
fact that his knowledge of the disease may guide 
him as to the probability that a given ulcer is 
benign or malignant. For example, a long history 
of dyspepsia and an age of 30 years or less strongly 
favor benignancy, whereas late onset of the disease 
in an older patient favors malignancy. Hypo- 
chlorhydria and especially achlorhydria, large size, 
and location of the ulcer in the prepyloric region 
or on the greater curvature of the stomach favor 
malignancy. Rapid and complete symptomatic 
response to medical treatment favors benignancy; 
the reverse may suggest malignancy, although 
- symptoms produced by malignant ulcers may 
respond temporarily to medical measures. Any of 
these clinical rules of thumb can be broken, and 
however educated the astute clinician’s guess may 
be, he can never be certain as to the nature of the 
lesion on clinical grounds alone. 

Cain and his associates* at the Mayo Clinic 
carried out a 5-year follow-up study of 414 patients 
with benign-appearing gastric ulcers who had been 


treated nonsurgically. Such treatment was satis- 
factory in only 20.5 per cent of the cases. In many 
cases morbidity was allowed to continue for 
years. Nonsurgical management was abandoned 
for surgical treatment in 33.8 per cent. Cancer was 
present or developed in 10.4 per cent of the total 
group. Nine patients died of carcinoma without 
an attempt at surgical treatment. Carcinoma was 
present in 34 (24.3 per cent) of the 140 patients who 
ultimately came to operation; it was inoperable in 
nine of these. 


On the other hand, the results of surgical treat- 
ment (predominantly gastric resection) for gastric 
ulcer are satisfactory. The mortality rate at the 
Mayo Clinic has been between 1 and 2 per cent 
for several years. 

These considerations have led my colleagues 
and me to regard gastric resection the treatment 
of choice for most gastric ulcers, and for several 
years we have dealt thus with 60 to 70 per cent 
of those we have seen. Of course, for some 
patients the risk of operation may be high for 
other reasons, and for these nonsurgical manage- 
ment may present the lesser of two risks and 
be indicated. Also, we have no quarrel with 
physicians who wish to give selected patients a 
trial of nonsurgical treatment in the hospital, 
follow it in 2 to 4 weeks with roentgenologic 
studies to see whether the lesion has healed, ad- 
vise surgical measures if it has not, and continue 
to follow it by roentgenologic examinations if it 
has. Enough has been said, I think, to emphasize 
that the burden of responsibility on the physician 
treating ulcerating gastric lesions nonsurgically is 
great. I suspect more persons can be saved from 
death caused by carcinoma of the stomach by 
proper care of small ulcerating gastric lesions than 
by the resection of several organs in advanced 
cases. 

Fortunately, most gastric ulcers occur in the 
distal half of the stomach and can be removed by 
partial gastrectomy. In most cases, the duodenum 
is not deformed by previous ulceration, and the 
Billroth I operation, in which the gastric remnant 
is anastomosed to the duodenum, is often most 
useful. I like the Shoemaker modification of this 
operation because it permits removal of even high- 
lying ulcers in the region of the lesser curvature 
of the stomach without removal of more stomach 
than I think wise. A wide clean dissection of the 
zones of lymphatic spread is advisable in case the 
lesion proves to be malignant. 


Trend of Results of Treatment 

Let me conclude by addressing the question, 
“Is there any improvement in the results of our 
treatment of carcinoma of the stomach as the years 
pass?” I can compare two large series of cases 
at the clinic, one cared for between 1907 and 1916, 
the other between 1940 and 1949 (table). Oper- 
ability increased from 60 to 80 per cent, an im- 
provement of 33 per cent. Resectability improved 
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so that he can spare the patient needless surgical 


48 per cent and resection was possible in more than 


half the patients seen in the latter period. The measures, but he also should be optimistic enough 
hospital mortality rate was halved—16 per cent to to think a given patient may be just the one he 
8 per cent. The percentages of patients surviving 3 might cure if he does a radical enough operation 
years and 5 years improved somwhat. The should the lesion justify it. At the operating table, 
graphic form shows a series of losses leading to realistic optimism will spur a surgeon to do a 
five survivors out of 100 after 5 years in the earlier better job than will an attitude of defeatism. 
period and 14 in the later period (fig. 4). af 
tomach at the Mayo Clinic Over the Years* 


FATE OF PATIENTS WITH easTatc CANCER 
FORMERLY AND RECENTL' Rate, Per cent 


Improvement,; 


Formerty 
wy Wy 1907-1916 1940-1949 Per cent 
80 33 


Recently (1940-49) 


Total patients 


examined 
ie 100 
leparotomy 39 43 10 
29 35 20 


Lesion found j 
resectoble 


*From Berkson, Joseph, Walters, Waltman, Gray, H. K. 
and Priestley, J. T.: Mortality and Survival in Cancer of 
the Stomach: A Statistical Summary of the Experience of 
the Mayo Clinic. Proc. Staff Meet., Mayo Clin., 27: 137-151. 
(apr. 9) 1952. 

{Based on lower of the two figures. 
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The Place of Radiation Therapy in the 
Control of Cancer 
R. J. Walton, M.B., Ch.B., D.M.R.T. 


Just over 60 years ago, in the last decade of 
the 19th century, Roentgen announced his dis- 
covery of x-rays. When Becquerel’s demonstration 
of the radioactive properties of uranium led to the 
separation of polonium and radium by the Curies 
in 1898, the twin foundation stones of radiotherapy 
had been Jaid. Before the dawn of the present 
century a woman had cancer of the skin of her 
nose treated by x-rays and was free of disease 
twenty years later. 

Since those early days the technical side of 
radiotherapy has moved forward with the general 
advance of scientific knowledge in a manner that 
can only be described as startling. It was soon 
realized that the power of penetration of x-rays 
depended on the voltage applied to the x-ray tube. 
It seemed possible, if rays of sufficient energy 
could be produced, that cancer in even the deepest 
parts of the body might be curable. The technical 
difficulties to be overcome were great, but the 
resources of electric laboratory and industry were 
equal to the task. By 1920 x-ray tubes operating 
at 200 Kilovolts were available and in the early 
30s the range had been extended to 400 Kilovolts. 
The next achievement, not long delayed, was a 
machine operating at a million volts but, while 
the ingenuity of the engineers was still far from 
exhausted, the mere bulk of the associated equip- 
ment made further progress along these lines un- 
economic. Kerst’s betatron, however, was the 
forerunner of a new series of devices capable of 
accelerating electrons to very high energies with- 
out the necessity of producing the very high 
voltages that conventional apparatus would have 
required. Betatrons, synchrotons and linear accel- 
erators are today all capable of producing x-rays 
with energies of 2 to 100 million volts or more, 
although, at the very highest levels, bulk again 
presents a problem. From many of these machines 
it is possible to use therapeutically not only the 
beam of x-rays generated when the stream of 
electrons hits the target but the electron stream 
itself, diverted magnetically from its circular path 
within the donut. Other heavier nuclear fractions 


such as protons and deuterons may be accelerated 


in cyclotrons and employed either directly or 
through the production of neutrons to treat disease. 
It should be emphasized that the use of these 
. heavier particles has so far been for the most part 
experimental. 

On the other side of the picture, treatment of 
cancer by radium and its daughter products, at 
first carried out quite empirically, is now governed 
by rules which, based on sound physical principles, 
enable tumors to be treated in a logical and re- 


Based on a paper read at the Meeting of the + om 
College of | Surgeons held in Winnipeg, April 26th, 1955. 


producible manner. Until the late 1930’s, we had 
been entirely dependent on radium and radon for 
the gamma, beta and alpha radiations which were 
in clinical use. The discovery, at that time, of 
atomic fission and the vast scientific effort called 
into being by World War II have conferred on the 
world the boon of radioactive isotopes in bewilder- 
ing variety. Among these materials, many of 
which are of considerable importance in experi- 
mental and diagnostic medicine, are a few whose 
spectra of radiation and whose chemical and physi- 
cal properties render them of use in the treatment 
of malignant disease. Of these latter, phosphorus 
32, iodine 131, gold 198, tantalum 182, cobalt 60, 
strontium 90, sodium 24 and bromine 82 are well- 
known examples. 


For many years the therapeutic use of x-rays 
remained and, in some places, still remains in the 
hands of diagnostic radiologists. Similarly, radium 
and its products were mostly used by surgeons. 
Now, the electrons emitted by radioactive mater- 
ials are identical with those accelerated in x-ray 
machines and the gamma rays from radioactive 
materials are identical with x-rays themselves. It 
is apparent, therefore, that many of the problems 
of radiation therapy are common to both modali- 
ties. The logical result was the establishment of 
a new specialty, therapeutic radiology, and treat- 
ments by x-rays and radioactive materials, in 
general, are now carried out by radiotherapists. 
This conception has gained more complete accept- 
ance in some parts of the world than in others. 
There is no doubt, however, that the best radiation 
therapy is done where the specialty has been recog- 
nized and especially where full co-operation has 
been developed between the radiotherapist, his 
medical colleagues on one hand and his physical 
colleagues on the other. 

It is obvious, of course, that much credit for 
the tremendous advances in the field is due to 
those who work on the fringes of medicine. Rad- 
iation physicists, by many years of painstaking 
work, have given us a solid understanding of how 
radiations act in tissue-like media and in actual 
living tissues. They have enabled us to measure 
the phenomena of ionization which appears to be 
the first stage in the biological effect of radiation. 
By defining the roentgen and introducing such 
concepts as isodose curves, and integral dose, they 
have moved us out of the realm of empiricism into 
that of scientific accuracy. The patient has bene- 
fitted accordingly, but not alone. Prolonged study 
of the dose of radiation that workers may safely 
receive has led to universal adoption of recom- 
mended protective measures. 

As a result of all this concerted effort, we have 
today the knowledge and equipment to deliver at 
any point on the surface of the body or within it 
a measured dose of radiation sufficient to deal 
with all but the most resistant malignant processes. 
That we often fail where we might expect to 
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succeed is common knowledge. Why do we fail 
when we have, at our disposal, the technical means 
necessary for success? 

There is no single answer to this question and 
it is necessary to consider separately the various 
types and groups of tumour with which we have 
to deal. Among the carcinomata, three such 
groups may be distiriguished. The first includes 
those neoplasms that are visible or, at least super- 
ficial, and still confined to the site of origin. Such 
lesions, notably of skin, lip, tongue, larynx, breast 
and cervix, respond in a gratifying way to our 
efforts. It has become tradition for tumours in 
certain sites, such as tongue and cervix, to be 
treated by specific methods but it seems likely 
that whatever technique of irradiation is used, it 
will result in cure if established principles are 
followed. In general, these involve treating the 
whole tumour with a margin of normal tissue to a 
sufficiently high dose, while irradiating as little 
additional normal tissue as possible. We do not 
cure all these tumours. Those which do not com- 
pletely regress or which recur after a period reflect, 
in all probability, our imperfect appreciation of 
the extent of the original lesion or the abnormal 
behaviour of the particular malignant process in 
the particular patient. For example, in treating 
a neoplasm of the skin the presence of underlying 
bone might persuade us to reduce the normal dose 
in order to avoid possible bone necrosis. Or, per- 
haps, tumour may have actually involved the bone 
without producing any clear clinical or radiological 
evidence of this fact. In both these cases, normal 
methods of treatment involving a radium implant 
or applicator or a course of low voltage x-rays may 
fail. In carcinoma of the cervix, spread beyond 
the cervix itself transforms an accessible, visible 
and, therefore, curable tumour into one much more 
potentially lethal. Our clinical ability to appreciate 
such spread is far from perfect and we must, 
therefore, inevitably fail in a proportion of car- 
cinomata of the cervix initially judged curable. 
Among lesions of the larynx, those which respond 
best are small and confined to the true cord. 
Extension in any direction, particularly into 
cartilage, greatly reduces the chance of cure by 
radiotherapy alone. 

The second group of carcinomata comprises 
tumours still small and circumscribed, but lying at 
a depth, invisible and not always easily palpable. 
Here, our ability to gauge the limits and sometimes 
even the actual site of origin of the tumour is 
reduced. Instead of direct vision we may have to 
rely on the shadows cast by diagnostic x-rays. 
Where indirect vision is possible, it affords only 
the sometimes far from satisfactory view afforded 
through complicated systems of lenses and mirrors. 
Even if we can feel the tumour we lack the cor- 
relation between vision and touch so useful with 
superficial lesions. When the tumour is satisfac- 
torily localized and an estimate has been formed 


of its extent the problem still exists of raising the 
dosage of radiation within the tumour to a level 
which will destroy it without subjecting the normal 
tissues through which the rays must pass to the 
dose, sometimes only slightly higher, which would 
destroy them. Instead of relatively simvle set-ups, 
using one or perhaps two treatment fie'ds, we are 
forced to employ multiple fields or moving field 
therapy. It is with these tumours that our high 
voltage x-ray machines and our cobalt units offer 
tremendous advantages over the x-ray machines 
of a few years ago. Used intelligently, such high 
energy machines should enable us to rid the patient 
more easily of the tumour and at the same time 
to subject him to less severe side effects from the 
course of radiation. Technically, it is possible to 
deliver to a tumour in any part of the body a dose 
sufficient to eradicate it. Still, in a large pro- 
portion of these deep seated tumours, we fail. 
While imperfect appreciation of the position and 
extent of the tumour account for some of these, 
there may well be, in addition, some other factor 
in the patient-tumour relationship, which unaf- 
fected or, perhaps, affected adversely by our 
radiation, acts to increase the resistance of the 
tumour or decrease that of the patient and thereby 
to cause failure. 


In the third group of carcinomata, those in 
which dissemination has already occurred, our 
difficulties of course are multiplied and hope of 
curative therapy must give way to a careful con- 
sideration of the best means of palliation. It must 
be remembered that palliative treatment, to be 
worthy of the name, must relieve symptoms, not 
produce them. There are many patients who need 
only the relief of pain and adequate nursing care. 
While, some extremely radiosensitive tumours can 
still be cured by conventional radiotherapy even 
though there may be multiple metastases in the 
lungs, with the majority of carcinomata, it is not 
possible to raise the whole of the patient’s thorax 
to a dose sufficient to eliminate tumour without 
at the same time jeopardizing the patient’s life. 
In this connection should be mentioned the influ- 
ence of iodine 131 therapy on some patients with 
disseminated carcinoma. In those few cases in 
which the tumour itself takes up significant 
quantities of iodine, the outlook, hopeless twenty 
years ago, is now completely reversed. 

Passing from carcinomata to the radiosensitive 
group of sarcomata in which may be included, for 
convenience, polycythemia vera and the chronic 
leukaemias as well as lymphosarcoma, giant fol- 
licular lymphoma, reticulosarcoma and Hodgkin’s 
disease, we have a group of diseases practically 
all of which are eventually fatal and in most of 
which there is no clear proof that any form of 
treatment significantly lengthens life. Radiation 
therapy, however, used intelligently, may greatly 
broaden what life is left to the patient and enable 
him to carry on with his work in comfort for a 


ve had | 
ion for | 
n were 
me, of 

called | 
on the 

wilder- 

iny of | 


The Manitoba Medical Review 


{[February, 1957 


period, possibly, of many years. In this group, 
high dosage and supervoltage machines are not 
necessary. Either the primary site of the tumour in 
the case of Hodgkin’s disease and lymphosarcoma, 
or the spleen in the case of leukemia is irradiated 
with comparatively small doses until the patient’s 
symptoms subside and he passes into a state of 
remission. Such a state may last for a period of 
months or years, again to be relieved when symp- 
toms recur. As a rule, following several such 
remissions, it will be found that the disease is 
becoming more resistant to radiation and evidence 
of generalized disease, such as pyrexia and sweat- 
ing, may occur. At this stage, radiation may, with 
advantage, step aside and allow one of the 
chemotherapeutic agents to be tried. In general, 
only acute leukemias are best treated chemo- 
therapeutically from the outset. Along with these 
lesions it is convenient to consider the radio- 
sensitive lesions of bone, Ewing’s tumour and 
multiple myeloma. These respond immediately 
and, for a period, very satisfactorily to irradiation 
in that the patient’s symptoms are relieved and 
x-ray examination shows great improvement in 
the bony lesions. However, with the one exception 
of solitary plasma cell myeloma, in which some- 
times a cure can be attained, the improvement is 
temporary and recurrence certain. 


The radioresistant sarcomata, such as osteogenic 
sarcoma and fibrosarcoma, form the last group. 
These tumours require a dose of radiation which 
is very close to that which will destroy normal 
tissue. As a group, such lesions respond to ir- 
radiation in a different way from the carcinomata 
and it has been suggested that this variation in 
behaviour may be due to the fact that they have 
no true stroma and that any radiation effect is 
due to direct action on the tumour cells themselves. 
In the case of carcinomata, of course, the reaction 
of the so-called tumour bed appears to be at least 
of equal importance. The treatment of these 
radioresistant sarcomata is, undoubtedly, primar- 
ily surgical but radiation has a definite though 
minor part to play which may be pre-operative or 
post-operative in the case of recurrences. 

To sum up, it is clear that today surgery and 
radiotherapy share the responsibility of curing 
cancer. Where palliation only is possible, radio- 
therapy, because of its wider applicability, has the 


larger place. In radiotherapy, then, lies the main 
hope of a large proportion of cancer patients. May 
we expect, equipped as we are with the best that 
science can offer but still failing to cure many of 
our patients, that any marked improvement in our 
results may be achieved in the near future? It 
seems to me that any such improvement must 
come, not from alterations in our physical approach 
to the subject, but rather from an increased under- 
standing of the biological aspect. Experimental 
work in several institutions shows that some 
materials such as Synkavite, a vitamin K deriva- 
tive, definitely sensitize tumours to radiation. 
Increased oxygen tension will produce the same 
effect. It has been shown, too, that local tumours, 
irradiated locally, will disappear at a much lower 
dose if at the same time the animal be given small 
doses of whole body irradiation. On the other 
hand, certain agents, notably lowered oxygen 
tension, carbon monoxide and sulphydril drugs 
such as cysteinamine and glutathione, all protect 
tissue against radiation. It is not yet clear whether 
these sensitizing and protective actions are select- 
ive as between tumour and host and, if they are 
selective, whether the differential effect is in the 
desired direction. Further experimental work 
along these lines is urgently required. 

Finally, there is increasing appreciation of the 
role that the patient’s own systemic make-up has 
in the control of his tumour. One man, on hearing 
he has cancer, will literally turn his face to the 
wall and die. Another, perhaps better or possibly 
less well instructed comes out fighting and some- 
times astonishes us with the degree of control he 
is able to establish over his tumour. It may be 
that one day our treatment of malignant disease 
will be directed not towards excising the growth, 
not towards killing it or choking it off with radia- 
tion-induced tissue reaction, not towards poisoning 
its cells with some chemotherapeutic agent but 
towards so adjusting the delicate balance between 
tumour and host that the former withers and dies. 
How large a part the patient’s mental outlook and 
philosophy play in this is as yet unknown, but it 
might be well to take note of a few words from 
the presidential address given to the British Insti- 
tute of Radiology in 1947 by Professor D. W. 
Smithers. He said: “The will to live is a most 
insistent quality, it is fortunate for our statistics 
that it should be so pervasive.” 
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Recent Developments in Cell 
Preservation and 
Transplantation* 


A. Cameron Wallace, M.D. 
of Patho! Medical 
Department hogy, College, University of 


Cancer research workers dealing with experi- 
mental tumour transplantation have had many 
problems in common with those investigating 
surgical problems of tissue and organ grafting in 
man,.and in many instances, the findings of one 
group have been of great value to the other. In 
recent years, important advances have been made 
which may change the entire perspective in both 
fields. It may be of interest, therefore, to review 
briefly some of the more promising developments 
which have been made in the field of transplanta- 
tion and preservation of cells and tissues, both 
normal and neoplastic. 

Preservation of Cells 

There are obvious advantages gained in the 
transplantation of tumours and normal cells if 
supplies of viable tissue can be maintained in 
stock away from the living host. While many 
tumours and a few normal tissues can be main- 
tained in tissue cultures over prolonged periods, 
the procedure is expensive and time consuming, 
and in some cases the cells may undergo biological 
changes which are undesirable. Some form of 
refrigeration with retained viability of cells has 
always been looked upon as the ideal method. 
That some forms of life can survive freezing has 
been known, of course, for many years. Preser- 
vation of mammalian cells by this means has been 
demonstrated more recently. Among the first 
successful workers were Breedis and Furth? who 
in 1938 showed that cells from a rat carcinoma 
would remain viable after freezing, and would 
produce new tumours after thawing and retrans- 
plantation. The extreme resistance of some cells 
to this process was not generally realized until 
much more recently. A notable example was pro- 
vided by Gye and his co-workers’ in 1949, who 
were able to produce tumours in mice by injection 
of a preparation of cells which had been subjected 
to freeze-drying, which reduces the entire suspen- 
sion to a dry powder. They assumed that no 
cells could possibly survive such treatment, and 
for this reason postulated a virus origin for certain 
tumours which had never been suspected of being 
associated with viruses. In a very short time 
other workers disproved this hypothesis by the 
demonstration that even freezing to extremely low 
temperatures with drying was compatible with 
survival of a few cells, which were all that was 
necessary to produce new growths”. For purposes 
of tumour transplantation, death of 99% or more 
of the cell population may make little difference 
to the investigator. A much higher yield of living 


*Based on an address delivered at a Clinical Luncheon, 
Winnipeg Municipal Hospitals. 


cells may be required when normal tissues are 
used, and substantial success has been more diffi- 
cult to achieve. 

A major stride was taken in 1949 when Polge, 
Smith and Parkes!* discovered that spermatozoa 
would survive prolonged storage and drying at 
very low temperatures (-79°C) if glycerol were 
added to the suspending medium. This technique 
is now widely employed in the veterinary world 
for artificial insemination, and thousands of live- 
stock have been produced from semen stored in 
this manner. The explanation for the protective 
powers of glycerol is still under investigation. It 
has been widely accepted! that, during freezing, 
damage is caused to the cells by crushing and 
spearing by ice crystals as they form, and rapid 
freezing with the formation of smaller crystals has 
been generally believed to produce less damage. 
However, the experience of workers with diverse 
types of cells has not been the same; some tumour 
cells, for example, appear to withstand slow freez- 
ing better than rapid2°. Lovelock*® has postulated 
that a more important factor may be the formation 
of pure ice from the suspending medium, which 
leaves the remaining solution in a hypertonic state. 
Glycerol may exert a buffering action on the 
injurious effect of such a fluid. The concept of 
“thermal shock” has also been mentioned: the 
mere lowering or raising of cell temperatures may 
in itself be injurious, and may be modified in some 
way by the presence of glycerol. 

Wider application of this principle has pro- 
gressed slowly but gives great promise. It has 
become obvious that every cell type may vary in 
its reaction to freezing, and in the optimal 
conditions necessary for preservation. Recently® 
preservation of red blood cells in glycerol with 
good survival after storage at -79°C has been 
reported. Even whole organs or tissues may be 
stored with retained viability using glycerol'*. 
Freeze-drying of bone, skin and blood-vessels, with 
and without glycerol addition, has been investi- 
gated widely in recent years. In the case of bone 
and blood-vessel, it appears that retained viability 
is unnecessary for the production of good grafts, 
and it has been maintained that aortic grafts are 
improved by the process in that the tissue causes 
less host reaction than fresh material'+. The field 
of tissue banks for human grafting is obviously 
still in its infancy. 

Extension of refrigeration techniques to the 
intact body is being attempted at many centres. 
The entire subject of hypothermia as it relates to 
the human being is a major field involving the 
surgeon, the anaesthetist and the physiologist, and 
is beyond the scope of the present discussion. It 
might be noted in passing, however, that Smith, 
Lovelock and Parkes'?, who have already made 
great contributions to the problem of cell preser- 
vation, have succeeded in lowering the tempera- 
ture of hamsters to below freezing with survival. 
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The human organism undoubtedly presents more 
formidable problems than does a hibernating ani- 
mal, but these are not necessarily unsurmountable. 


Transplantation of Cells 

Cancer research workers and surgeons alike 
have striven for many years to increase the range 
of hosts among which transplantation can be done. 
It is generally accepted, and with good evidence, 
that the breakdown of an established and healthy 
transplant can nearly always be explained on the 
basis of a foreign body reaction set up by the host 
against cells which are not genetically identical. 
The earlier years of experimental cancer research 
were marked by severe difficulties in transplanting 
tumours from one animal to another. Regression 
of tumours in mice and rats was a common event 
which not only spoiled experiments and neces- 
sitated the use of large numbers of animals, but 
also led to continual misconceptions regarding 
immunity to tumours that even today result in 
“cancer cures” which prove to have no value. 

The occasional appearance of animal tumours 
which are readily transplanted between unrelated 
animals of the same species has been one answer 
to the problem for the cancer workers; the de- 
velopment of inbred strains of mice in later years, 
making it possible to use a group of animals which 
are genetically nearly as alike as identical twins 
has practically solved this aspect of tumour trans- 
plantation. In these mice tumours do not regress 
and accurate growth studies can be made; tissue 
and organ grafts can be made with almost in- 
variable success. The surgeon is not so fortunate: 
we cannot develop, by inbreeding, a race of men 
as alike as identical twins in order to facilitate 
his transplantations. Thus he is still faced with 
the tantalizing fact that nearly all grafts of living 
tissues and organs between human beings undergo 
destruction, in spite of the fact that they are 
technically quite possible, as evidenced by oc- 
casional successes with identical twinst 10. At 
the present time, homografts are mainly of value 
where structural materials rather than living cells 
are required, such as is the case with bone and 
blood vessels. 

Cancer workers continue to be interested in 
finding ways in which the range of tumour trans- 
plantation can be widened, particularly since the 
hope of growing human tumours in animals is 
still alive and has, in fact, been partially fulfilled. 
Therefore, they still join the surgeon in his search 
for means of escaping the immunological response 
- which would normally destroy the graft. Some 
of these means are as follows: 

1. Use of “Immunologically Isolated” Sites. Some 
regions of the body, notably. the anterior chamber 
of the eye, and the brain, seem to have feeble 
powers of reacting to foreign cells, and alien grafts 
may survive in these sites longer than elsewhere. 
By using these sites, Greene* has grown human 
tumours successfully, and has shown that human 


cancers capable of animal growth nearly always 
kill the patient in which they arose. Numerous 
other workers, however, have had _ insufficient 
success with the technique to make the procedure 
a widely used test of malignancy. Normal tissues 
such as endocrine glands have also been grown in 
foreign species by the same method. Another site 
in which foreign grafts can survive is the cheek 
pouch of the hamster!®. The applicability of this 
general principle to human grafting is difficult to 
imagine, although the success of corneal grafts 
may be partially due to the site of transplantation. 
It is not entirely impossible that similar sites of 
low resistance to foreign tissue might be arti- 
ficially produced in man, and serve as a locus for 
replacement grafts of endocrine tissue. 


2. Prevention of the Immune Response by 
Generalized Blocking of Antibody Formation. It 
has long been known that the use of agents which 
damage the lymphoid and reticulo - endothelial 
tissue may permit foreign grafts to survive. Dyes 
and colloids which “swamp” the system may pro- 
duce this effect®. As early as 1914 Murphy" 
showed that inter-species grafts could be effected 
if the host was irradiated first. More recently 
Toolan’® has used this method to grow human 
tumours; occasional tumours have grown extreme- 
ly well although only a small proportion can be 
propagated indefinitely. The use of cortisone has 
been shown by several workers to have a similar 
effect. One drawback to the entire principle is 
that one is dealing with an abnormal animal, and 
if recovery from the antibody suppression occurs 
the tumours may regress; chemotherapy trials on 
human tumours growing in animals are not entirely 
satisfactory for these reasons. The use of similar 
blocking methods on human beings prior to homo- 
grafts has undergone a few trials, and while some 
evidence of prolonged survival has been demonstra- 
ted the procedure has obvious limitations, since 
therapy of this type and intensity cannot be con- 
tinued indefinitely. One interesting facet of the 
human application is the special case of irradiation 
victims. These patients die mainly from infection 
associated with agranulocytosis and anemia. This 
can be prevented partially in experimental animals 
by injection of bone marrow. It has been shown 
recently’? that even bone marrow from foreign 
species can furnish protection, and that the in- 
jected cells survive and proliferate in a manner 
not possible in a normal animal. Almost certainly 
an irradiated person, by the very reason of his 
defenceless state, is in an unique position to accept 
much needed replacement tissue. - 

3. Specific Inhibition of Antibody Production. 
It is a widely accepted principle that when an 
organism is exposed to a foreign antigen, anti- 
bodies are built up in response, and re-exposure 
to the same antigen at a later date will result in 
“accelerated” response, with a more rapid and 
violent reaction on the second occasion. The state 
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which has developed is termed “actively acquired 
immunity,” and has been observed to operate 
in response to bacteria, tissue grafts from alien 
sources, and foreign tumours alike. Recently it 
has been shown that under some conditions a 
reverse situation may occur, ie., a tolerance to 
the foreign antigen is produced instead of immun- 
ity. Thus, injection of embryos with a foreign 
strain of cells may make them incapable of re- 
sponding to the same foreign antigen in later life, 
and skin grafts between foreign strains have been 
successful using this technique*. Even adult 
animals have been rendered tolerant of foreign 
tumour grafts by pre-treatment with extracts of 
the same tumours'’. The actual mechanism of 
this paradoxical phenomenon is not known; the 
time relationships and the exact nature of the 
original exposure may be very important. The 
general principle, however, may have important 
implications in the future of tissue and organ 
grafts in man, as well as in tumour transplantation. 
By some type of pretreatment of the donor, the 
breakdown of homografts, which is accepted al- 
most as inevitable at the present time, may be 
prevented. 


Summary 

Some recent advances in the preservation and 
transplantation of normal and neoplastic tissue 
have been reviewed. New techniques in the freez- 
ing of cells have permitted prolonged storage at 
low temperatures with retained viability of the 
cells. Experiments in tumour transplantation have 
pointed to new methods of solving the problem of 
human tissue and organ grafts. The possible future 
application of some of these principles has been 
discussed. 
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A Review of Bronchogenic Carcinoma* 
E. A. Osberg. M.D. and D. W. Penner, M.D. 


The death rate from cancer and other malignant 
tumours in Canada in 1930 to 1932 is quoted by 
Dunn! as 92.9 per 100,000 population. During that 
period deaths from respiratory cancer were 3.2 
per 100,000 population. In 1951, the cancer deaths 
increased to 127.4 per 100,000 population, and 
those due to respiratory cancer rose to 11.3. In 
Manitoba in 1951, the incidence of new cases of 
carcinomas in all sites was 1975. Total incidence 
of bronchogenic carcinoma during that year was 
113 (mate 95; female 18) or 5.7%. In 1955 the 
reported incidence of carcinoma in all sites was 
2.056, an increase over 1951 of 4.6%. The incidence 
of Bronchogenic Carcinoma in 1955 was 168 (131 
male; 37 female) or 8.1% of the totalt. The in- 
creasing, and aging population, and more accurate 
diagnostic methods probably account for most of 
the increase in the incidence of cancer generally. 
However, the increase in lung cancer appears to 
be greater proportionately than can be accounted 
for by these factors. Warren? in New Orleans 
found the ratio of lung cancer to laryngeal cancer 
to be 8.6 in 1937 and this changed to 21.8 in 1947. 
Anderson? ranks this malignant neoplasm as about 
third in frequency after stomach and colon. 


Source of Material 

In the years 1948 and in 1949, 102 cases were 
registered as pulmonary neoplasms in the Tumour 
Registry at The Winnipeg General Hospital*. 
This group constitutes the source of material for 
this review. 

Nineteen of these were excluded from this 
review for the following reasons: 

Three were registered as bronchial adenomata, 
all of which were treated by lobectomy and 
were alive and free of disease 6 to 8 years post- 
operatively. 

Five were registered on the basis of roentgen 
findings suggestive of bronchogenic carcinoma. 
Two of these were later proven to be non-specific 
infections—one proven at post mortem; the other 
alive and well six years later with regression of 
the pulmonary changes. Another case was proven 
tuberculous. The fourth came to autopsy and was 
found to have a primary bowel neoplasm with 
metastases to lung. The fifth died of a cerebro- 
vascular accident shortly after roentgen diagnosis 
of neoplasm, with no clinical or histologic evidence 
to support the diagnosis. 

Four others were rejected as representing meta- 
static tumour. Two were from bowel and twe 
were from thyroid. The latter two were interest- 
ing in that the metastatic foci invaded bronchi as 
well as parenchyma and were originally thought 
to be primary bronchogenic carcinomas at autopsy. 

+Owchar, Dr. Margaret: The Manitoba Cancer Relief 
and Research Institute. Personal Communication. 


*From the Department of Pathology, Winnipeg General 
Hospital. 


Another rejected case was registered on the 
basis of a somewhat widened superior mediastinal 
shadow. This man received radiation therapy 
without histologic proof of the nature of his disease 
and was alive and well six years and four months 
later. 

The twelfth rejection had been registered be- 
cause of a pleural effusion containing tumour cells. 
At autopsy a primary ovarian carcinoma was 
discovered. Two others were excluded from the 
survey as other malignant neoplasms. One was 
a mesothelioma; the other a low grade sarcoma. 

One case was registered on a basis of a rounded 
lesion on the chest film which later was proven 
to be associated with a benign rib lesion. Two 
others were registered on the basis of osteolytic 
metastases to spine without definite evidence of 
a lung primary. 

Results of Review of 83 Cases 

The basis upon which 83 cases were finally 
diagnosed is given in Table 1. There were eight 
cases included on the basis of rather typical roent- 
gen changes and clinical course alone. The rest 
of the patients had positive histologic or cyto- 
logic diagnosis. 


Table 1 
Methods of Final Diagnosis 
Number % 
Post Mortem Diagnosis 33 39.75 
Bronchial Biopsy 15 18.07 
Bronchial Washings 6 712 
Surgical Resection or Explora 168 
X-ray Changes and Clinical Only... 8 9.6 
Peripheral Node Biopsy 5 6.0 
Pleural Fluid Cytology 1 1.2 
Figure 1 
22 
5 5 
4 5 6 7 8 9 


Age Incldence Per Decade 

Age and Sex Incidence 

In the cases reviewed 71 were male (85%); and 
12 were female (14.5%). The average age at 
diagnosis of the male patients was 64 years, with 
the youngest being 34 years and the oldest 89 
years. The average age at diagnosis of the female 
patients was 50 years; the youngest being 43 years 
and the oldest 84 years. Figure 1 shows graphi- 
cally the age incidence per decade of all cases at 
diagnosis. 
Method of Initial Diagnosis 

The method of initial diagnosis has been 
tabulated in Table 2. Incomplete documentation 
is responsible for the four “undetermined” methods 
listed. These four later were proven at thorocoto- 
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Table 2 


Method of Initial Diagnosis 
Number % 


Cytology— 

Sputum, Bronchial Washings, Effusions.. 30 32.2 

Bronchial Biopsy 21 25.2 

Scalene Node Biopsy 6 72 

Peripheral — (Liver and Brain) ~~... 2 2 4 
8 9.6 

Undetermined 4 48 


my or post mortem to be bronchogenic carcinomas. 

Sixty-three cases (75.8%) had roentgen changes 
suggesting bronchogenic carcinoma. All but thir- 
teen of these were later proven cytologically or 
histologically in the living patient. Of the thirteen 
cases five were confirmed at post mortem 
examination. 

Two cases were diagnosed at craniotomy as 
metastatic carcinoma. One of these came to crani- 
otomy without a previous chest film, which taken 
subsequently revealed a primary lung neoplasm. 
The other was a suspected bronchogenic carcinoma 
pre-operatively and tissue from the brain revealed 
metastatic neoplasm. 

Symptomatology at Diagnosis 

The symptomatology was listed as accurately 
as documentation of each individual case would 
allow. The following were noted and considered 
as symptoms of disease: — cough, sputum pro- 
duction, hemoptysis, dyspnea, local pain, weight 
loss, anorexia, night sweats. 

Four patients (4.7%) presented with only one 
of these symptoms. Ten patients (11.8%) presented 
with two of these symptoms. Three patients (3.5%) 
presented with symptoms referable to metastases 
and general effects of the neoplastic process. The 
commonest symptoms were cough in 82.4%; 
weignt loss in 75.3% and expectoration in 67%. 
The average duration of time from the onset of 
symptoms to diagnosis was 16.1 months with 
extremes between one month and 13 years. 

Delays in Diagnosis 

An attempt was made to determine the patient 
and doctor delay in seeking advice and accomplish- 
ing diagnosis respectively. The patient delay was 
considered as the time elapsed from the onset of 
symptoms to the first recorded medical visit; the 
doctor delay from the first recorded visit to 
diagnosis. 

On this basis the average patient delay was 
7.45 months with extremes from less than 1 month 
to 60 months. Seven patients delayed 24 months 
or longer with symptoms. 

The average doctor delay was 7.35 months with 
extremes of less than one month to 135 months. 
Eight patients were followed for 12 months — 6 of 
these for 24 months or more, and undiagnosed or 
misdiagnosed in the presence of changes in their 
chest films. Two of these were called unresolved 
Pneumonia. Three cases were investigated on the 
basis of changes noted on survey films. Of these, 
one was followed for 13 years with fairly static 
changes called healed tuberculosis and which at 


autopsy were proven to be carcinoma. One was 
treated in sanitorium for one year before biopsy. 
The other was investigated and found not to be 
tuberculous and subsequently discharged and lost. 

One was interpreted as metastatic carcinoma 
with bronchiectasis. The remaining two had pul- 
monary changes on roentgen examination for four 
years without further investigation. Both of these 
eventually came to thorocotomy and one to 
resection. 
Location of Primary Tumour Growth 

The higher incidence of involvement of the 
right lung is in keeping with the reported litera- 
ture (4). Documentation did not allow accurate 
appraisal of the incidence of so called peripheral 
or alveolar-celled carcinomas. The figures given 
for each lobe in Figure 2 include those neoplasms 
which occurred in the segmental and sub-segmental 
bronchi and the peripheral types. 


Figure 2 


54.8% 


Localization of Bronchogenic Carcinoma 
Histologic Types 
Material was available for review in 61 cases 
and the type and grade where possible was 
recorded. Grading was established according to 
standard grading from one to four. 


Epidermoid Carcinoma .................. 51 86.9% 

Adenocarcinoma 6 9.8% 

Unclassified (cytology only) .... ..... 2 3.3% 
Treatment 


Thirty-one cases received no therapy by reason 
of age, extent of disease, associated infection or 
because they were first diagnosed at autopsy. 

Nineteen cases (23.2%) came to thorocotomy. 
Resections were performed on ten or 55.6% of 
these. The operative mortality was 30% on the 
basis of the resections and 15.8% of the basis of 
total thoracotomies. 
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Thirty cases received roentgen or endobronchial 
radium therapy separately or combined in one or 
more courses. Three received nitrogen mustard 
as an adjunct to radiation therapy. One received 
nitrogen mustard alone. 

Survival. 

The average survival for all cases from diag- 
nosis to death was 8.2 months. The extremes 
ranged from one month or less to eighty-eight 
months. 

The duration of disease from the onset of clini- 
cal symptoms or x-ray findings as recorded until 
death was obtained in 74 cases. Of these 48 received 
treatment either surgical or irradiation therapy, 
chemotherapy or a combination of these. The 
average survival for those treated was 21.8 months. 
The extremes were 3 months to 162 months. 

Twenty-six cases received no cancer therapy. 
The average survival of these was 16.4 months. 
The extremes were two months and 61 months. 
Some indication of the natural history of the dis- 
ease was afforded by these untreated cases. From 
Figure three it will be noted that at the end of 
twelve months 55% survived; by 18 months 45% 
survived, and by 30 months only 10% were alive. 

The survival of those cases which received the 
therapy listed above is also plotted on Figure 3. 
The differences in these two curves is not great 
and statistically the sample is not sufficiently large 
to warrant any conclusions. 


Figure 3 


BRONCHOGENIC CARCINOMA 
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Relationship of Survival to Histologic Grade 
or Stage of Disease 
Grading and staging of each case was not docu- 
mented. In 55 cases on review it was possible to 
state histologic type with grade and/or stage. The 


stage and grade of tumours are important factors 
in prognosis. The present series is so small that it 
was decided to place all cases in one of the two 
following groups: 

A. Low grade and low stage. 


. B. High grade and/or high stage. 

These stages and grades are arbitrarily defined as: 
grades one and two — low grade; grades three and 
four — high grade; tumour confined to lung or 
regional lymph nodes — low stage; all other 
stages — high stage. From the above criteria the 
cases in low stage are operable cases. 

Of those cases which survived one month or 
less: twelve or 75% were high grade or high stage; 
four or 25% were low grade and low stage, (includ- 
ing two post-operative deaths). 

Of those who survived one to six months: 
eighteen or 85.7% were high grade or high stage. 
Three or 14.3% were low grade and low stage. 

Of those who survived six to twelve months: 
two or 25% were high grade or high stage. Six or 
75% were low grade and low stage. 

Of those who survived six tc twenty-four 
months: one or 16.7% were high grade or high 
stage. Five or 83% were low grade and low stage. 

Of those who survived twenty-four months 
longer: one or 20% were high grade or high stage 
Four or 80% were low grade and low stage. 

These results are summarized in Figure 4. 


Figure 4 
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Summary 
A review of eighty-three cases of bronchogenic 


carcinoma has been carried out. Only one case has 
survived tumour free five years or more (7.5 years). 


12-% 


*The co-operative help of M. E. Macdonald in this 
project is gratefully acknowledged 
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Cancer Prevention and Control 
With Special Reference to the 
Problem in Manitoba 
D. W. Penner, M.D. 


The ultimate aim in medicine should be pre- 
vention rather than treatment. This concept is 
often not given sufficient thought and study by 
the medical profession, since it is almost fully 
occupied treating disease. 

Only occasionally can we prevent or completely 
control a disease without first knowing its course. 
Although we do not know the basic course of 
cancer, we do know a number of factors, and, 
what is more, we are able to produce, by the use 
of known carcinogens, cancer in both animals and 
humans. The following is an oversimplified con- 
cept of etiology of cancer: 

Hereditary or constitutional factor . . 

Plus 

Environmental aggravators or excitors . . 

Plus 

Time = Cancer. 

The first factor does not readily lend itself 
to control, nor is enough known about the gen- 
etics of cancer to justify a program of selected 
reproduction. 

Since all three groups undoubtedly play a 
part, and because the first and the last do not 
lend themselves to control, there is at present a 
definite limitation in what can be accomplished. It 
is, however, possible to prevent a certain selected 
group of cancers, but these form only a small 
percentage of all cancer. If cancers as a group 
do not today lend themselves to prevention, then 
control becomes of vital importance. 

Cancer Prevention 

A. Certain tumours can be prevented by re- 
moval of the exciting or aggravating factors. Most 
of these are occupational (industrial) cancers. 

1. Skin cancers due to coal tars, oil, arsenic, 
sunlight, etc. In each of these causal agents the 
time factor is very important, and is often lost 
sight of when investigations are undertaken. The 
time lag is often twenty years or more. The 
medical profession in the past have been guilty 
of causing skin cancer by the prolonged use of 
arsenicals. Naturally, not all people who are 
exposed to these agents develop cancer, and this 
points to the importance of constitutional factors. 

2. Urinary tract carcinoma due to aniline dyes. 

3. Irradiation tumours. 
tumours produced in animals were with ionizing 
radiation. It has only been in the last 10-15 
years that any attention has been paid to this 
most important subject. Radiation as a causal 
agent has been known for 50 years, but it is still 
far from general knowledge. Radiation in various 
forms is being used more and more, both in 
medicine and in industry. Because of the often 
long delay between exposure and tumour, the 
relationship is often lost sight of. The so-called 
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safe dose of radiation has repeatedly been revised 
downwards. It is well to remember that in the 
past the leukemia rate in Radiologists was ten 
times as high as in the rest of the medical 
profession. Another source of danger, still not 
controlled, is the x-ray viewing boxes used for 
shoe-fitting. On the basis of published data, these, 
without proper control, constitute a real hazard. 
Their use has been banned in many of the states of 
America. Lastly, it must not be forgotten that the 
improper use of any form of irradiation as a thera- 
peutic agent can, and does, cause cancer. Dr. H. E. 
Marten from Memorial Hospital has collected a 
very formidable array of young people, improperly 
treated for benign and inflammatory skin con- 
ditions, who now have multiple skin cancers. A 
number of cases have now collected in our files 
of radiation carcinoma in man. Some of these 
cases over a period of years had multiple small 
doses of irradiation for a chronic dermatitis. 

There is still a lack of general knowledge on the 
danger of radiation. In Manitoba there are a num- 
ber of general practitioners using obsolete diag- 
nostic x-ray machines, etc. improperly screened 
and without leaded aprons and gloves. 

4. Beryllium. A relatively recently developed 
metal for industrial use. In animals and probably 
in man it can cause bronchogenic carcinoma. 

5. Chemical carcinogens used in the field of 
cancer research. These constitute a definite danger 
to the unwarned user, usually the technical staff. 
Because it takes years for the cancer to develop 
the relationship between cause and effect is often 
lost. In the above discussed carcinogenic agents, 
tumour can be prevented in almost all instances. 

B. On somewhat less secure grounds are the 
prevention of tumours by the institution of general 
and specific health measures as applied to chronic 
cervicitis, oral hygiene including rough denture, 
tobacco chewing, poor fitting dentures, etc. In 
none of these can we be sure that the alleged 
factors of chronic irritation will, or do, give rise 
to carcinoma. Nevertheless, there is sufficient 
evidence to justify the use of corrective methods. 

C. 1. Certain cancers arise in pre-existing 
lesions or in benign tumours. These include the 
so-called pre-cancerous lesions. It may be stated 
that any lesion, which, if not treated, will 
eventuate in carcinoma in a significantly higher 
proportion than the normal statistical probability, 
is pre-cancerous. The following lesions are 
significant: 

1) Leukoplakia — of oral cavity or vulva. 

2) Multiple familial polyposis. 

3) Junctional or intraepithelial nevi on the 
genitalia or sole of foot. (All subungual melanotic 
tumours are malignant). 

4) Long standing burn scars which repeatedly 
undergo ulceration and healing. 

5) Long standing discharging sinus tracts. 

In the above lesions surgical excision will 
prevent carcinoma. 
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2. Certain diseases are wrongly called pre- 
cancerous because there is, as yet, insufficient 
evidence for such a contention. In this group 
surgery to prevent carcinoma is of questionable 
justification. 

1) Chronic cystic mastitis (cystic and pro- 
liferative disease of breast). This is a bilateral 
disease and probably more than half the female 
population over the age of forty have this dis- 
ease—although many are subclinical. To advocate 
bilateral mastectomies in 50% of the female 
population to prevent mammary carcinoma would 
be unwarranted. 

2) Chronic cholecystitis with calculi. 

3) Removal of normal ovaries after the age of 
forty-five during abdominal operations. 

D. Another factor much discussed, but still 
unproven, is the role of tobacco smoke in the 
etiology of lung cancer. Tobacco smoke has 
certainly not been conclusively proven to cause 
bronchogenic carcinoma. One interesting obser- 
vation in Manitoba is the changing trend in the 
incidence of stomach and bronchogenic carcinoma 
as the cause of death in males. 


Trends in Male Cancer Deaths in Manitoba 


Percentage of all Male Cancer Deaths 


E. Something has already been said about 
chronic irritation as a causal factor in cancer. 
Another factor often incriminated, and this is 
especially important in compensation work, is the 
relation of single uncomplicated trauma to cancer. 
One of the best discussions on this subject was 
written by Dr. F. W. Stewart (Occupational and 
Post-Traumatic Cancer. Bull. N.Y. Acad. Med. 23: 
145-165 March 1947). In brief, there is as yet no 


evidence that simple trauma gives rise to car- 
cinoma. We believe that all carcinogenic agents 
must act over a period of time before they give 
rise to cancer. Yet, often the alleged trauma is 
of very recent origin. We are now reasonably 
certain that the insidious changes in tissues which 
eventuate in obvious clinical cancer take many 
years to develop. Carcinoma in situ of the cervix 
is a good example. This often remains in the in 
situ stage for many years. Similar evidence has 
also presented in relation to rectal carcinoma. 
Severe traumatic injury to tissue is caused during 
every surgical operation, yet nobody seriously be- 
lieves that the trauma of surgery produces cancer. 


Two cases which came before the Manitoba 
Compensation Board illustrate some of these 
points. 

Case A—a sixty year old white male tram 
operator stepped off a streetcar and landed heavily 
on his heel, twisting it. A week later, because his 
heel was sore he saw a doctor. X-rays showed a 
tumour which was biopsied within a month of 
the alleged injury. A sarcoma was found. It 
seemed very obvious that the type of injury was 
little different to that sustained with every step 
and the time factor was much too short. 

Yet a leading American consultant, asked for 
an opinion, stated he could not be sure that the 
trauma was not a factor. 


Case B—A young garage mechanic was crank- 
ing a car and it backfired. The patient received 
a severe blow to his forearm. Because the arm 
remained sore he saw his doctor who demonstrated 
a destructive lesion of the bone within a week of 
the injury. Biopsy showed sarcoma. It certainly 
seemed apparent that in both these cases trauma 
served only to detect the tumour, but was not the 
cause of it. 

F. Hereditary — This has already been men- 
tioned. Almost everybody believes that there are 
such things as “cancer families,” and there are 
examples of very high incidence of carcinoma in 
a given family. A most striking example of this 
is the retinoblastoma. Yet with one of two pos- 
sible exceptions, we know too little to even advise 
against certain marriages. 

In a sense all the foregoing falls into the class 
of cancer prevention. By far the greatest number 
of carcinomas do not belong in the above groups. 
We have no means by which we can control or 
prevent the great majority of tumours. This 
especially applies to internal tumours in contrast 
to external or surface tumours. Nevertheless, 
even though we cannot prevent tumours it is 
generally accepted that we can definitely modify 
the outcome of malignant tumours. Early diag- 
nosis and treatment of cancer is most important. 
in spite of the often expressed gloomy outlook 
in the field of cancer, much can, and is being 
accomplished. 
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The Early Detection of Cancer 

A number of factors are important in the early 
detection of cancer: 

A. Lay education—Every medical doctor should 
be actively interested in educating his patients in 
the early detection of cancer. In the Province of 
Manitoba the Manitoba Cancer Institute is very 
active in lay educatién. This is done by means 
of literature, showing of films and public meetings. 
People are taught: 

1) that cancer is not hopeless — that something 
can be accomplished — this is very important, since 
many people think that cancers cannot be cured. 

2) Annual check-ups. 

3) Warning signs and symptoms: 

bleeding 

tumours 

ulcers which will not heal 
changes in bowel habits 

loss of weight and eppetite, etc. 

B. Medical Education —It has only been very 
recently that the early detection of cancer has been 
stressed in the teaching of either the medical stu- 
dent or the practising doctor. Most medical schools, 
including our own, are just starting. The Canadian 
Cancer Institute following the lead of the American 
Cancer Society has started a program of pro- 
fessional education. Booklets on various types of 
cancer and their early detection are given to all 
practising doctors, and approximately ten scholar- 
ships for further post-graduate study in the cancer 
field are made available to the various universities. 

In March 1948, the author wrote a brief paper 
on causes of delays in cancer diagnosis. In Mani- 
toba in 1946, 1,356 new cases of cancer were 
recorded. Of these 355 were first reported only 
after the patient was dead. In this same -year 
905 people died of cancer. It is important to 
remember that 95% of early skin cancers can be 
cured and 75% of early breast carcinomas can be 
cured. In the small series analyzed it was con- 
sidered that the patient was responsible for delay 
in 47% of the cases and the doctor in 45% of the 
cases. In only eight cases did the patient go to the 
doctor and the doctor institute treatment within 
amonth. The causes for delay by the doctors were 
as follows: 

a) Wrong diagnosis due to inadequate history 
and physical examination. 

b) Failure to make a diagnosis in spite of a 
certain amount of investigation. 

c) Failure to recognize that an abnormal state 
exists. This is the worst mistake of all. Only too 
often patients present themselves to their doctor 
with definite symptoms, but are assured that these 
s} mptoms are not abnormal and told to go home 
and forget about it. 

Every doctor not only has a responsibility, but 
a great opportunity in the cancer field. One does 
not have to be a great cancer specialist to recognize 
cancer. The most important thing is to suspect 


tumour when certain signs and symptoms present 
themselves. Then a careful history with physical 
examination and a very minimal of laboratory 
investigation can result in a very high diagnostic 
accuracy. It is well to remember that over half of 
all tumours can be seen or felt with the palpating 
finger. 

Much has been said and written about routine 
or periodic examination for cancer. The principle 
is an excellent one. Preventive medicine is 
far more important than corrective medicine. 
Although the principle of periodic check-ups is 
sound, the practice may not be. Most doctors 
do not look upon medicine as the art of keeping 
people well. In a limited number of areas in the 
United States a practical system of office detection 
of carcinoma has been instigated. Certain requis- 
ites must be fulfilled if this is to succeed. 


1. We must learn how to examine a “well 
patient.” 

2. Examination and history must be adequate 
otherwise a false sense of security is given to both 
the doctor and patient. The resulting delay may 
be, therefore, much worse than if the examination 
had never been done. 

3. Certain diagnostic facilities must be avail- 
able. These consist mainly of tissue and cytologic 
smear diagnostic services. 

It is not proposed to outline how to examine 
a well patient. It is important, however, to stress 
the importance of learning what to look for and 
how to examine a patient. This raises the concept 
of normal physical variations. It cannot be empha- 
sized too much that without a firm knowledge of 
normal and physiological variations one cannot 
recognize abnormal states. Patients should be 
instructed to be alert for lumps in the breast and 
after the age of forty years to do a monthly self- 
examination. The wide physiological variation in 
the breast is almost certainly not widely apprecia- 
ted. This is evident by the number of “lumps” 
taken out, that are actually normal breast tissue. 
This error is not as serious as to pass up for normal 
a significant mass in the breast. 

The diagnostic facilities which can readily be 
made available in any doctor’s office are a 
laryngeal mirror, proctoscope, speculum for pelvic 
examination and equipment for doing a few simple 
laboratory procedures such as hemoglobins, sedi- 
mentation rates and occult blood in the stool. The 
latter is extremely simple and cheap. It is far 
too little used in routine physical check-ups. In 
one series reported, where it was used as a screen- 
ing test—three stool specimens for all “well 
patients” — it was the means of pointing to gastro- 
intestinal tumours in a number of cases. 

In Manitoba we. have a rural biopsy diagnostic 
service. This is provided as a free service to rural 
patients by the Manitoba Cancer Institute and 
includes cytologic diagnosis. 
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The Place of Cytologic Diagnosis 
in Cancer Detection 
This subject has been reviewed elsewhere in 
this issue and will not, therefore, be repeated. 


Mass Surveys and/or Screening Centres and 
Procedures in Cancer Prevention 
and Control Programs 

No mass surveys have ever been attempted in 
Manitoba for the detection of cancer, although 
mass miniature x-rays of the chest for tuberculosis 
have been done for a number of years. This has 
detected a certain number of lung tumours. The 
Manitoba Cancer Institute also provides facilities 
in two centres (Winnipeg General Hospital and St. 
Boniface Hospital) for cancer diagnosis of indigent 
rural patients. These are referred by the rural 
doctor for diagnosis only. Without going into any 
further detail, it might be suggested that in Mani- 
toba, at the present time more would be achieved 
for dollars spent by concentrating on making every 
doctor’s office a cancer detection centre rather than 
having large centres or conducting mass surveys. 
The question of screening the adult female popula- 
tion for cervical carcinoma by vaginal smears may 
be less costly and more practical than has been 
hitherto considered. As additional data and more 
trained personnel become available the entire 
problem will have to be reconsidered. 

The role of the Manitoba Cancer Institute in 
cancer control and prevention has been referred 
to on several occasions. To review: 

Public education. 

Free rural cancer biopsy service. 

Cancer diagnostic clinics for indigent rural 

patients. 


Free radiation therapy for rural patients. 

Cancer follow-up service. 

Research. 

No discussion of cancer control and prevention 
would be complete without mentioning the role 
of a cancer follow-up service. An excellent follow- 
up service for cancer patients has been in existence ¥ 
in Manitoba for many years. This is operated by@ 
the Cancer Institute. This service achieves close 
to a 100% follow-up on all cancer patients from 
the time the diagnosis is made until the patient’s 
death. In order to follow patients the doctor must 
provide pertinent data concerning their patients 
and in exchange for this they get: 

a) Recall follow-up as they request. Once a 
patient is diagnosed and treated for cancer the¥ 
doctor cannot rest on his achievements. The¥ 
patient may get a recurrence and require further 
treatment. Women, who develop mammary car- 
cinoma in one breast, have a much greater chance 
of developing cancer in the other breast than the 
general population. Hence patients should have 
careful follow-ups. 

b) Following patients is the only means we 
have of assessing our methods of treatment. In 
this respect it is important to follow patients not 
treated, since they give us the natural history of 
the disease, which constitutes the yardstick by@ 
which we measure treatment. It is only by this 
means that we can tell what procedures are worth-9 
while and which should be discarded. 

c) Cancer research — cases are continually 
brought to light, which give rise to new concepts§ 
and changed ideas about certain types of tumour, 
If the diagnosis made does not agree with the out- 
come of the case then re-orientation is necessary.§ 
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Surgery 


Progress in Surgery — 1956 
Robert Leighton Cooke, M.D., F.R.C.S. (Eng.) 
F.R.C.S. (C), Dipl. Am. Bd. Surg. 

Burns and Wounds 

Interest in the management of burns and 
wounds is evident by the vast and continuing 
literature. The increase of traffic accidents and 
the threat of war are strong stimuli. Widespread 
recognition now exists that antibiotics have not 
lessened the need for first principles of debride- 
ment, aseptic technic, constant care of infection, 
nutrition, early covering and mobility. Research 
workers are seeking answers for a multitude of 
questions. Some of these are, prolonging the life 
of homografts, providing other covers such as 
amniotic membrane, obtaining a single, universal, 
parenteral fluid for burned patients, coping with 
antibiotic resistant bacteria, evaluating high and 
low protein diets, studying the protein sparing 
effect of glucose, fructose and invert sugar, study- 
ing causes and treatments of secondary anaemia, 
evaluating vaso-active drugs, particularly vaso- 
dilator drugs, evaluating hormone therapy and a 
host of other problems of the wounded and burned. 

Korloff: is the author of Supplement 209 of the 
Acta Chirugica Scandinavica which consists of one 
hundred and forty-four pages on infections in 
burns. Part I is a bacteriological and clinical study 
of ninety-nine cases. He concludes that exposure 
treatment is best for donor and recipient sites. He 
qualifies the word exposure and recognizes that 
certain areas especially in infants are difficult to 
manage in this way. He deals with types of 
infection and their management and studies the 
spread of infection in their unit. He reports on 
the lessons they learned in organizing a burn unit 
in a general hospital. Part II of the supplement 
deals with burns and irradiation injuries in ani- 
mals. Evidence is presented that a minor burn 
and a modest dose of total body irradiation, each 
alone of little importance, when combined are 
grave. The animals suffering the double insult 
showed a reduction in circulating leucocytes, a 
fall in hemoglobin, and a loss in weight, greater 
than the controls sustaining either single insult. 

Kay and Taylor? report in interesting detail 
their successful management of a patient with a 
60 percent full thickness burn and an additional 
20 percent partial thickness burn. This report 
merits complete reading and illustrates what can 
be done with tremendous effort and attention to 
detail. Unfortunately, this classical management 
will be impossible when dealing with great num- 
bers of casualties. The authors re-emphasize the 
great value of the Stryker frame in caring for a 
severely burned patient. 

Shaw® described the exposure treatment of a 
burned limb to better the graft survival. Exposure 


technics are now widely accepted. He reports a 
neat method of boxing a limb to facilitate such 
open air management. Hardy and Wilson‘ report 
on twenty-six carefully studied cases of severe 
burns. They conclude that the Evans’ formula is 
generally satisfactory although acidosis did some- 
times develop in their experience. They obtained 


' little evidence that fluid requirements and the 


incidence of infection were different in their 
patients treated by exposure or by occlusive dress- 
ings. The exposure treatment did save staff and 
avoided frequent painful dressings. 


Six authors’ contribute to a symposium on 
burn treatment basing their reports on a school 
classroom fire which sent twenty burn casualties 
to their hospital in one half hour. They learned 
several interesting things in this experience. The 
need for early tracheostomy became evident in 
patients with severe face and neck burns especially 
where the probability of inhalation of superheated 
air and injury to larynx, trachea and bronchi 
existed. Delaying tracheostomy necessitated a 
later difficult operation through immensely edem- 
atous tissues. They report unexplained osseous 
metaplasia in two patients who had abnormal bone 
growth in untraumatized soft tissues. One of the 
authors (Schenk) questions the Evans’ formula and 
favors human serum albumin diluted with normal 
saline to make a type of reconstituted plasma. He 
criticizes the blood recommendations of Evans 
and finds increased hemoconcentration from such 
treatment. Eagle recommends the use of a single 
parenteral solution, the so-called desirable universal 
fluid, containing two-thirds normal saline, 5 percent 
glucose, and 2 percent serum albumin in amounts 
carefully specified in this symposium. He warns 
that all methods of calculating parenteral fluid 
must be controlled by hourly hematocrit and 
hourly urine output, best kept between 25 cc. and 
40 cc. Hale puts forward a convincing argument 
for occlusive dressings of burns until a granulation 
barrier forms, thereafter he favors exposure. 


An entertaining exchange of views on the local 
treatment of burns appears in the Lancet. An 
unsigned editorial* reveals the conflict of opinion 
still existing as to the proper management of the 
burned area. The editorial half-heartedly favors 
exposure treatment but is so lacking in guidance 
that it brought forth an aggressive response by 
Tempest’. This author, well named, puts up a 
good argument for Penicillin cream and occlusive 
dressings as routine treatment. The extensive 
experience of the Birmingham workers supports 
his view. 

Sterling® reports on the use of amniotic inem- 
brane, rather than homografts, for covering large 
burns. Experimental animal work has previously 
demonstrated that amniotic tissues have a longer 
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useful life than skin homografts. Sterling used 
amniotic membrane on two patients. He reports 
that the first received eight amniotic raembranes 
in two sessions with encouraging results. This 
patient died of a plumonary embolus before full 
evaluation. The second patient was a six-year-old 
boy with 65 per cent burn, depth not recorded, 
who received five amniotic membranes. He did 
well and later was successfully autografted. If 
this work is confirmed it may prove of value here 
as we have experienced difficulty etting cadaver 
and donor skin in this center. 


Hot Packs 

This time honored use of hot packs for hemo- 
stasis is convincingly challenged by William and 
Hanlon® who record experimental work with packs 
of varying temperature. They produced bleeding 
surfaces on dogs by removal of split thickness 
grafts, then they tried the hemostatic usefulaess 
of moist packs ranging in temperature from 5 
to 65 degrees C. The lower temperature packs 
decreased blood loss and the higher temperature 
packs increased blood loss. The evidence demon- 
strates the desirable contractility of capillaries 
during cooling. The full explanation of hemostasis 
remains a mystery but it seems definite that 
blood coaguability is decreased with elevation of 
temperature. 


Crushed Chest 

Crush injuries of the chest with multiple rib 
fractures always pose a difficult problem. One is 
hard put to maintain alveolar ventilation and ade- 
quate drainage of secretions. Crutcher and Nolen?® 
report the use of a Rush type of pin to restore rib 
contour and regain chest wall stability. Avery et 
al‘ report the use of intermittent positive pressure 
breathing by means of a special respirator. This 
apparatus stops paradoxical breathing, obtains 
good alveolar ventilation, and does away with the 
need for external traction fixation or strapping. 
It is internal pneumatic splinting of the crushed 
chest wall and artificial respiration all in one. 
The method does produce respiratory alkalosis but 
not tetany convulsions or coma. 


Arterial Grafts 

Arterial homografts have been used for several 
years and the degenerative changes observed have 
come to constitute a distinct disadvantage. Blood 
vessel banks, once thought about to come into 
widespread use, have not materialized. The search 
for suitable substitutes continues in many centers 
and promises to be the final solution. Sanger! 
used orlon which can be autoclaved and is non- 
irritating. It resists deterioration and is strong 
when wet. He obtained good results in replacing 
large calibre arteries but not for smaller vessels 
such as the femoral. Moore’ reports one hundred 
and eleven freeze dried and alcohol preserved 
grafts used to replace small calibre vessels in dogs. 
Sixty-one percent were satisfactory. Preservation 
in ethyl alcohol is as satisfactory as freeze-drying. 


Shock 

Millican'* investigated the relative values of 
serum and saline for shocked mice. He shows 
that when the fluid is administered early there is 
little difference in survival. When treatment with 
serum is delayed five hours after injury it is more 
effective than saline. Much work is being done on 
hypothermia hibernation and hypotension. Lotz1® 
demonstrates that Dibenamine and Dibenzyline, 
analogous sympathetic blocking agents, do improve 
survival rates in dogs suffering from hemorrhagic 
shock. To benefit the animal the drugs have to 
be given early, within thirty minutes of injury. 
Overton and DeBakey?* studied the separate and 
total effects of hypothermia and chlorpromazine 
in artificial hibernation. Dogs in irreversible 
hemorrhagic shock were used. Improved survival 
rates are reported when the factors listed were 
used separately or in combination. The chlor- 
promazine reduced vasoconstriction and bleeding 
diminished in rate and volume. Kenny1’ writes 
favorably on the hibernation of three shocked 
and moribund patients. He used chlorpromazine 
hydrochloride, promethazine hydrochloride, and 
pethidine (Demerol). Vasoconstriction was re- 
lieved, cerebral and tissue oxygenation improved, 
fluid replacement was easier and better operating 
conditions were achieved. 


Cancer 

The past year saw an increased use of cytologi- 
cal methods in cancer diagnosis and an increasing 
awareness of the biological concept of cancer. 

Because of the infinite variety in the natural 
histories of cancers, even of the same histology 
in the same sites, we must consider a cancer and 
its host as a unique biological unit different from 
every other cancer in every other host. Cancer 
cells are cells with new and hereditary character- 
istics. We know of two basic processes by which 
a cell can acquire new and hereditary character- 
istics: Somatic mutation, or infection by exogenous 
virus or endogenous plasmagen. Some such process 
may start a cancer after exposure to irradiation, 
polycyclic hydrocarbons, mechanical or thermal 
injury, nutritional deficiency or virus invasion. 
Once begun cancer cells may lie dormant, progress, 
or regress depending on host resistance. There are 
well documented cases of spontaneous cure of 
proven cancer. Probably a great many undetected 
cancers are arrested and even destroyed by their 
fortunate and unknowing hosts. Discussions along 
these lines crowd the literature. As more authors 
recognize the primary importance in prognosis of 
the biological aggressiveness of each cancer there 
is a tendency to belittle the value of treatment. 
This we consider fallacious reasoning. Wise men 
have always recognized the inherent incurability 
of certain cancers. To date we have little con- 
trol over the biological aggressiveness of tumors, 
excepting some hormone and chemotherapeutic 
sensitive ones. We do have some control over the 
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timing and type of treatment. Therefore we must 
continue to apply early and radical treatment to 
those patients whose tumors we judge encompass- 
able, and slower and conservative treatment to 
those patients whose disease we judge can only 
be palliated. 

The Bulletin of Cancer Progress of July, 1956, 
presents data on the application of cytologic 
methods in many regions. Cytological examina- 
tions of nipple secretions are helpful in patients 
without a palpable breast lesion. A simple method 
is described of collecting gastric tumor cells by 
lavage with chymotrypsin. The mucus is dissolved, 
the cells are well preserved and the procedure is 
easy, quick and cheap. Studies are reported on 
the finding of tumor cells in the washings of 
surgical wounds. One series of thirty-six cases had 
positive washings in ten instances. One concludes 
that improved surgical technic, wider dissection, 
less handling of tissues, and the possible use of 
a chemotherapeutic agent in irrigation must be 
considered. There is information regarding cyto- 
logical methods for colon, bladder, bronchi, esopha- 
gus, and effusions of pleura, pericardium and 
peritoneum. 

Smoking continues to be viewed with rising 
alarm by researchers and clinicians throughout 
the world. Wynder Bross and Day'* evaluated 
the environmental factors suspected as causes in 
two hundred and nine patients with larynx cancer. 
They compared them to two hundred and nine 
controls and to one hundred and thirty-two male 
patients with lung cancer. Their data show the 
risk of developing larynx cancer, like the risk 
of developing lung cancer, rises with increased 
tobacco consumption, and in addition with an 
increase in alcohol consumption. In Philadelphia‘® 
a plan was set up in 1951 to follow a large group 
of men forty-five years and older by six monthly 
chest films in inspiration and expiration. Recent 
reports are that thirty-seven proved lung cancers 
were detected in three thousand nine hundred 
and forty-five men during a follow up of four 
to thirty-four months. Not one case was found 
among five hundred and fifty-nine non-smokers. 

Averbach?” examined at autopsy, an average 
of two hundred and eight microscopic sections of 
the tracheobronchial tree of each of one hundred 
and seventeen men, thirty-four of whom died of 
lung cancer. All thirty-four were smokers. He 
found degrees of basal cell hyperplasia, stratifica- 
tion, squamous metaplasia and carcinoma in situ 
closely correlated with the smoking habits of those 
who died of lung cancer and those who died 
of other causes. Hammond?! reports at length 
on data relating to lung cancer, smoking, other 
air contaminants, and urban and rural dwell- 
ings. Another report by Davies?? adds more 


evidence. One is forced to agree with Carl 
Weller, author of a recent book, Causal Factors in 
Cancer of the Lung: “. 


. . I have been resistant 


to a ready acceptance of the association between 
cigarette smoking and bronchogenic carcinoma. I 
have searched the literature for other reasonable 
explanations or for recognizable fallacies. I have 
found none of importance. As of today, I must 
agree with many of the specialists in statistical 
analysis and in the endemiology of cancer that the 
association has been established.” 

An entertaining comment is made by Crawford2* 
in Britain, “Government . . . has so increasingly 
taxed cigarettes that now we all smoke them 
shorter and shorter to try and extract, — certainly 
not our money’s worth but the utmost value pos- 
sible. What an impasse now! All of us smoking 
ourselves to death to provide the money to treat 
us!” 

Cervical Stump Cancer 

Those surgeons who do subtotal hysterectomies 
will get food for thought in a paper by Hahn?+. 
He analyzed one hundred and fifty proven cases 
of stump cancer. They represented 6.83 per cent 
of their total of 2195 cases of cervix cancer. Thirty 
cases (20 per cent) of the 150 cases had coincident 
carcinoma of the stump occurring within two years 
of the sub-total hysterectomy and presumably 
present at that time. The physician was wholly 
or partially responsible for treatment delay in 78 
instances (52 per cent). The author suggests that 
in those very few cases where subtotal hysterec- 
tomy has to be done that the cervix should be 
carefully studied and frequently examined. By 
means of cytology, biopsy, treatment of benign 
conditions and frequent careful examination, the 
development of seriously invasive stump cancer 
can be anticipated. 


Breast 

During the year many papers have appeared 
on breast cancer. There is little new but more 
attention is being paid to the management of Stage 
II and III cases and their palliation. It is now 
well documented that additive and subtractive 
hormone therapy is of great value. Lemon of 
Boston University has used cortisone and thyroxin 
as a medical hypophysectomy. He treated forty 
patients with advanced breast cancer. One-third 
were not helped, one-third were helped for six 
months, and one-third were substantially improved 
for periods up to two years. Good objective, as 
well as subjective, results were obtained. As 
expected the best results were in the older, post- 
menopausal women and the younger women who 
had had oophorectomies. 

Two interesting papers on breast cancer by 
Lawson25. 26 have appeared in the C.M.A. Journal. 
It is shown that the skin temperature over a 
malignant breast tumor varies from 1.75 degrees 
C. to 3.5 degrees C higher than the surrounding 
breast. Injection of one cc. of heptaldehyde into 
the gluteal muscle promptly lowers this carcinoma 
elevated temperature. No such lowering occurs 
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over areas of benign or inflammatory breast dis- 
ease. Heptaldehyde appears to have promise of 
diagnostic value in breast cancer. It also may 
prove to be helpful in treatment. 


Urinary Bladder 

The May-June, 1956 issue of the journal “Can- 
cer” contains a symposium on Bladder Tumors. 
This collection of thirteen papers covers all aspects 
of the disease and considers the results of no 
treatment, fulguration, local excision, segmental 
resection, simple cystectomy, radical cystectomy 
and exenteration. A body of knowledge is pre- 
sented which will become the base line for evalu- 
ating future therapy. The significance of grading 
and staging in prognosis is studied and coriclusions 
are drawn as to the best treatment for each of 
several sets of circumstances. The course of 59 
patients with untreated bladder cancer is studied. 
The course of 112 patients with fulgurated and 
locally excised bladder cancer is studied. The 
course of 123 patients with segmental resection 
of bladder cancer is studied. Thescourse of 156 
patients having simple cystectomy and 100 patients 
having radical surgery, radical cystectomy and 
exenteration is studied. The problems of cutaneous 
ureterostomy are reviewed in 174 cases. All these 
data constitute a tremendous contribution to the 
problem of bladder cancer which will be a yard- 
stick and a guide for years. 
Bone 

Fine and Purdy Stout?7 report on twelve cases 
of extra-skeletal osteogenic sarcoma. They found 
thirty-four cases in the literature. Criteria are 
established for differentiating this tumor from 
atypical myositis ossificans. The clinical course 
and the management of this malignant tumor of 
soft tissue are similar to osteogenic sarcoma of 
bone. This report is of particular interest because 
this unusual tumor has appeared here and during 
the past year two cases have been presented at 
tumor clinic in this center. 


22. 
23. 
24. 
25. 
26. 
27. 
28. 
29. 


TAS 


Lichenstein?* draws our attention to the benign 
osteoblastoma. This innocent tumor may be con- 
fused with giant cell tumor or osteogenic sarcoma 
and as such gravely overtreated. He reports eleven 
cases and sets out the diagnostic criteria. Doubt- 
less some patients in the past have received 
tragically drastic overtreatment for this benign 
tumor. 

Carroll, Godwin and Watson?® report an 
interesting occupational cancer in a dentist who 
developed osteogenic sarcoma of the distal phalanx 
of his thumb. This occurred after many years of 
intermittent exposure to roentgen rays while hold- 
ing dental films in position. We are told that 
modern methods remove the danger of such a 
tumor becoming a common affliction. 
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Benign Brain Tumors 
Dwight Parkinson, M.D.* 


Even today in some quarters all brain tumors 
appear in an undeserved guise of dismal hopeless- 
ness. It is well to scan this view on occasion and 
recognize that a high percentage of brain tumors 
are benign and compatible with a normal and 
useful life span following complete extirpation. 
When compared to tumors of other organs, the 
brain tumors are a particularly hopeful group. A 
recent review in comparison with other published 
series would indicate that between 30 and 40 per- 
cent of the total primary intracranial growths are 
benign!. Few, if any, other organs of the body 
present such a hopeful picture as far as tumor 
percentage is concerned. The physician tends to 
compare mortality and morbidity statistics of 
intracranial tumor surgery with abdominal sur- 
gery as a whole. More justifiable comparisons 
would be brain tumors versus tumors of the 
stomach, or tumors of the pancreas, or tumors of 
the colon or breast, etc. In these fields of en- 
deavour we find frequent references to five year 
cures. In such terms intracranial surgery as a 
whole offers very favourable comparison. 

All brain tumors masquerade under one guise 
of malignancy, that is to say if left untreated they 
will invariably kill the patient. On the other 
hand, all brain tumors masquerade under one guise 
of benignancy, that is to say they never kill by 
metastasis. 

The benign intracranial tumors are those which 
microscopically show none of the characteristics of 
malignancy such as anaplasia, mitosis, vascular 
proliferation, invasiveness, etc. They include 
the meningiomas, neuromas, pituitary adenomas, 
craniopharyngiomas, colloid cysts, chordomas, 
hemangio-endotheliomas, papillary ependymomas, 
epidermoids and dermoids. All together these 
constitute nearly 40 percent of the primary intra- 
cranial tumors. 

Unfortunately, there is a perversity about many 
of these benign tumors. Often the more benign 
the tumor the more inaccessible the lesion. The 
most notable example is the chordoma which is 
completely benign and yet completely inaccessible 
as far as total surgical removal is concerned. Many 
of the remaining benign tumors occur in such 
intimate relationship to the vital structures that 
oqngtnte removal taxes to the utmost the dexter- 
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ity of the surgeon and the stamina of both the 
surgeon and the patient. The proximity of the 
cranio-pharyngiomas, and pituitary tumors to the 
third ventricle, optic chiasm, circle of Willis, 
cavernous sinus and extraocular nerves is well 
known. The moulding of the acoustic neuroma 
into the pons, medulla, basilar artery, lateral sinus, 
superior petrosal sinus, cerebellum and cranial 
nerves is another example. However with con- 
tinuing improvement in anaesthetic technique and 
more important, the early suspicion of these 
lesions, the operative mortality is becoming lower 
and lower. The main factor keeping the operative 
mortality up in current neurosurgery is that 
lesions are being attacked today, which would 
have been turned down with no hope of survival 
a generation ago. 

A large number of the benign tumors are 
completely accessible, such as the meningiomas 
over the convexities and the hemangioendotheli- 
omas in the cerebellar hemispheres. Some of 
these lesions are exceedingly avascular and carry 
little or no operative risk other than that incident 
to the opening and closing of the skull. 

Rather than dismiss the consideration of brain 
tumor because of a hopeless outlook one should 
remember that about 40 percent are completely 
benign and of the remaining sixty percent a sig- 
nificant percentage will have cures ranging up 
to and beyond five years even though the neoplasm 
is essentially malignant. 

These benign brain tumors are so insidious in 
their presentation that they are often missed with 
even the most careful thought. Such is the case 
more frequently in patients with gradual changes 
in personality than in those with the more dra- 
matic presentation of motor, sensory, visual or 
convulsive disturbances. Patients in both groups 
should always be considered as brain tumor 
suspects unless proven otherwise. A negative in- 
vestigation at one time does not permanently 
exclude the possibility of such a lesion. 

Too often benign tumors appear as so called 
incidental findings at autopsy. When any tumor 
becomes large enough to cause signs and symptoms 
it takes very little more growth to initiate changes 
that are irreversible with death the inevitable 
outcome. Greater hope for the future lies in the 
early suspicion of the brain tumors rather than 
in technical improvements. 


Reference 
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Abstracts from the Literature 


Adverse Cerebral Effects of Anaesthesia in Old 
People. P. D. Bedford. The Lancet; Aug. 6th, 
1956. 

“He’s never been the same since his operation.” 
is often heard in geriatric practice. It is not 
widely appreciated that minor dementias and even 
permanent catastrophic impairment may occasion- 
ally be the aftermath. 


The author has investigated the records of 1193 
patients over the age of 65 who had undergone 
operation under general anaesthesia within the 
previous 15 years. In 410 cases the relatives felt 
that the patient “had never been the same since 
the operation.” Even discarding the less justifiable 
statements he was left nevertheless with 120 cases 
and out of these 120 cases were 29 examples of 
extreme dementia. 

The author selected only those cases that 
satisfied the criteria of a) personal observation, 
b) complete normalcy before the operation, c) 
extreme dementia after the operation, d) rejection 
of cases shown ultimately at post-mortem to have 
suffered macroscopic cerebral infarction, however 
long ago. 

In spite of these stringent criteria, Doctor 
Bedford was able to find 18 cases. Amongst the 
causes for these cerebral changes he considers 1) 
cerebral circulatory failure, 2) drugs, 3) toxemia, 
pyrexia, etc. Special emphasis is placed on 
cerebral hypoxia due to hypotension or due to 
depression of the respiratory centre by narcotics 
and barbiturates. 

The author feels that no one factor can be held 
to blame; since many old people had suffered 
anoxic episodes without deleterious results, and 
he feels, therefore, that it is probably a combin- 
ation of factors imposed on a “susceptible soil” that 
is responsible for the cerebral changes described. 
The soil must be an individual susceptibility or 


idiosyncracy to one or more of the factors con- 
cerned in operations under general anaesthesia. 

The author concludes from his findings that: 

1. Operations on old people must be considered 
seriously before being undertaken. 

2. Extra-ordinary attention must be paid to the 
maintenance of an adequate blood pressure and 
oxygenation before, during, and after operations. 

M. Minuck. 


Control of Hypotension Following Removal of 
Aortic Clamps. Kenyon, J. R., and Cooper, K. 
E., The Lancet; 543, April 28th, 1956. 

In a series of 24 patients operated on for aortic 
aneurysms or thromboses there were 8 post- 
operative deaths, of which 6 occurred within the 
first 48 hours. Of these latter, 3 occurred on the 
operating table following release of the aortic 
clamps. Release of these clamps sometimes results 
in a dramatic fall of blood pressure, which may be 
due to the return of blood to previously ischaemic 
tissues. This paper deals with some preliminary 
results of an attempt to achieve regulatory control 
of this return. 

Cuffs are placed high on each thigh and in- 
flated just before the release of the aortic clamp, 
to a pressure greater than the patient’s own 
systolic blood pressure. After release of the aortic 
clamp and after recovery from any blood pressure 
drop that may have occured, the cuffs are deflated 
one after the other. This controlled re-establish- 
ment of blood flow appears to limit the degree and 
duration of hypotension. In a series of 7 cases, 
using this technique, no patient died on the operat- 
ing table. 

An incidental finding from samples taken from 
the inferior vena cava was that the serum potas- 
sium may rise as high as 8.5 meq/L following the 
rapid infusion of large amounts of stored blood. 

M. Minuck. 
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Editorial 
S. Vaisrub, M.D., M.R.C.P. (Lond.), F.R.C.P. (C.), F.A.C.P., Editor 
Guest Editorial readily see the difficulty in determining carcino- 
The Crab genesis in terms of dose, time, presence or absence 


Ominously the crab creeps closer, from seventh, 
to fourth, to second place in this century’s list of 
killers. For too long we have deluded ourselves. 
We have rationalized that increased longevity, 
decreased mortality of infectious disease, child- 
bearing, prostatism, and other conditions are 
enough to explain cancer’s increase. They are not 
enough. Today we ingest chemicals and inhale 
fumes unknown to our grandfathers. The quality 
and quantity of internal and external irritants we 
suffer are vastly altered from those of nineteen 
hundred. We have been playing the ostrich in 
this problem. 

Recent years have shown that congenital de- 
fects, once thought inherent in the germ plasma, 
are due to insult and injury sustained by the fetus 
in utero. In a comparable manner it may be that 
malignant tumors of the newborn and the infant 
are due to subtle prenatal injuries. The old wives’ 
tale of the birthmarked child being the fruit of a 
frightened mother’s womb may have a kernel of 
truth. 

Knowledge about the causes of cancers, the 
natural histories of cancers, the variation in be- 
haviour of cancers, even morphologically similar 
cancers, the course of treated and untreated can- 
cers, is accumulating from all directions. These 
fragments of information are like pieces of a 
gigantic jigsaw puzzle. One cannot say which 
fragments are important; one can say that valuable 
and useful facts are appearing even though the 
whole picture may elude us for generations. 

A fascinating example from a recent American 
Cancer Society Bulletin illustrates the complexities 
of carcinogenesis. There is a curious compound, 
psoralen, extracted from many plants, particularly 
citrus and figs. Given in small oral doses psoralen 
tends to prevent skin cancer, causes bronzing of 
the skin and prevents sunburn. It may have played 
a part in the development of the Mediterranean 
races. Large doses intravenously or intra-perit- 
oneally intensify the effects of ultraviolet light 
and accelerate and amplify ultra-violet carcino- 
genesis. Over six hundred chemical compounds 
are known to be carcinogenic. No one molecular 
pattern has been inculpated. Researchers are 
drawing our attention to the widespread use of 
artificial colors, flavors, preservatives, sweeteners, 
thickeners, thinners, and other additives which we 
ingest today. True, our law requires such chemi- 
cals pass certain safety tests. No present tests can 
exclude the possibility that years of exposure 
to these chemicals might cause cancers in some 
patients. It is proven that what is carcinogenic 
for the goose may not be for the gander. One can 


of co-carcinogens, and varied host resistance. 


We are all aware of the increase in bronchogenic 
cancer, yet we are strangely loath to do much 
about it. A few years ago typhoid was rampant, 
correcting the state of our drinking water made a 
dramatic improvement. What are we doing today 
about the air we breathe? Why do not the public 
health officials and the profession at large more 
vigorously concern themselves with air pollution? 
Why do we fill our streets with exhaust fumes and 
not even a filter or baffle plate in the muffler? 
Why don’t we have a Royal Commission of Scien- 
tists to study the problem of cigarette smoking 
and lung cancer? Are we all afraid we might 
have to give up the habit? Don’t we consider 
today’s epidemic of bronchogenic cancer as im- 
portant as the Crow’s Nest Freight Rates? 

We are learning more about the reactions to 
stress and we know that defects in stress adapt- 
ation may result in similar pathological changes 
from differing causes. We know that changing 
the hormone status of a patient by addition or 
subtraction produces striking alterations in certain 
cancers. We know that growth and repair are 


‘ profoundly influenced by hormones. From the 


foregoing it is tempting to speculate that hormone 
imbalance after prolonged stress, injury, or irrita- 
tion, may cause or allow a loss of growth control, 
that is, a cancer. A gradual and irregular break- 
down of hormone balance would account for the 
bizarre behaviour and varied growth rates of 
different tumors and indeed in different times in 
one tumor. 

In the absence of full understanding, today’s 
clinician must treat his cancer patient with 
thoughtfulness and foresight. It is illogical to be 
conservative, to be radical, to be a proponent of 
surgery, to be a proponent of chemotherapy or 
hormone therapy. One has need of all these 
modalities, choosing with care the treatment 
needed for a particular patient at a particular time. 
One does not want to overtreat the incurable 
patient nor undertreat the curable. 


Recently several authors have discovered to 
their surprise that good results of cancer therapy 
often are obtained in patients with lengthy histor- 
ies prior to treatment. This they describe as a 
paradox. Of course it is not in the least para- 
doxical. Long ago Halsted, Butlin, and others, 
taught that tumors varied widely in their growth 
rate and that opportunity for curative treatment 
was greater in the slow-growing tumors. It does 
not follow that one should observe tumors until 
they have acquired a lengthy history and then 
attempt a cure! 


fil 
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A challenging view on management of gastric 
cancer is put forward by Smith in the Medical 
Journal of Australia, July 1955. He re-emphasizes 
the importance of the natural history of the growth 
in determining prognosis. He produces evidence 
that needless laparotomy and tinkering surgery 
do more harm than good. He suggests we should 
shift from the present emphasis on attempted cure, 
to palliation. We believe he is half right. Of 
course, a tumour’s aggressiveness is of prime 
importance in prognosis. It is true that surgeons 
have erred in applying major curative procedures 
to incurable cases. His data do not damn curative 
efforts as he suggests. It merely emphasizes the 
need for proper selection of treatment. The 
surgeon who overtreats the incurable case is 
perhaps less a menace than the one who under- 
treats the curable. We cannot agree with Smith’s 
suggestion of delaying surgery for suspicious gas- 
tric lesions to allow, as he says, “... assessment 
of the intrinsic malignancy of the condition.” 
Would he have us observe a gastric lesion until 
metastases are apparent? These are the only true 
clinical signs of malignancy. We believe such a 
case requires early exploration. If the condition 
is incurable then one proceeds with conservatism, 
doing at the most a sub-total resection, and often 
doing nothing. If the case has encompassable 
disease then one proceeds with aggressive and 
radical resection. We agree with Dr. George Pack 
who teaches there should be no palliative total 


gastrectomies. 

Discussions on cancer will be less confused 
when the term “early” is clarified. An early 
cancer is one that has not disseminated. It may 
be years old and still be early in it growth pattern. 
Conversely, a particular tumor may be widely 
disseminated, that is, late, and yet have a short 
history. The best we can do at present is to in- 
vestigate each case as soon as possible so that 
we do not allow a growth to disseminate while we 
temporize. We believe that advances in cancer 
are coming and will come on many fronts. New 
carcinogens are being found. The molecular 
structures of the nucleic acids are being learned. 
Chemical and endocrinological data are accumul- 
ating. These things will aid tomorrow’s patients. 
Today’s patients need the best of today’s therapy 
applied with thoughtful care. 


Robert L. Cooke, M.D., 


A Medical Gardener 


Among the Christmas cards we received was 
one with a view in colour of a beautiful garden. 
The accompanying message read that 39,000 seed- 
lings of some 60 varieties were started in a sun 
porch and put out in an area 150 feet by 50. The 
colored view was from a photograph taken by the 
enthusiastic gardener who has to depend only on 
rainfall for moisture, Dr. Gordon MacKenzie of 
Strathclair. 
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OUR PRESIDENT 1956 - 1957 


JOHN EDWARD HUDSON was born in Hamiota where he received his early 
education. He graduated from the Faculty of Medicine, University of Manitoba, 
in 1941, and received the qualification, Licentiate of the Medical Council of Canada 
the same year. Immediately upon graduation he entered military service and 
served with No. 3 Field Ambulance, Royal Canadian Army Medical Corps. Upon 
cessation of hostilities he returned to his native province and entered practice 
with his father, Doctor E. D. Hudson, that grand senior member of the Canadian 
Medical Association and the Manitoba Division, who had done so much to maintain 
interest in the North-west District Medical Society. He directs one of the successful 
group practices in rural Manitoba. With characteristic enthusiasm, Dr. Hudson 
served as Secretary of his own District Society and represented it on the Executive 
Committee of Manitoba Medical Association. He was also a regular attendant at 
the meetings of the Brandon and District Medical Association and was honoured 
by the presidency in 1951. 

In 1953-54 he was elected Honourary Secretary of the Association and the 
following year became Second Vice-President and in 1955-56 First Vice-President. 

In 1956 he was the unanimous choice of the College of General Practice, 
Manitoba Chapter, to receive the first award for the promotion of postgraduate 
education among general practitioners from the Manitoba Institute for the Advance- 
ment of Medical Education and Research. He elected to take a course in Paediatrics 
at Cook County Hospital, Chicago. 

Dr. Hudson is happily married to Dorothy Pilkey and is a proud father. Some 


of his hobbies are curling, community work, flying, and photography. 
M.T.M. 
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Association Page 


Reported by M. T. Macfarland, M.D. 


Economics Committee 


Report of Chairman to Manitoba Medical 
Association Executive, December 9, 1956 


The recently appointed Economics Committee 
has had no meeting to the present time. The 
Chairman attended the semi-annual meeting of. 
the Committee on Economics, C.M.A. held yester- 
day and December 7 in Toronto. Each province 
was represented by its Divisional economics chair- 
man. The meeting was presided over by Dr. R. 
K. Thomson of Edmonton who replaced Dr. Roy 
W. Richardson who had served with distinction as 
chairman for many years. 


The business considered was chiefly referred 
to the Committee for study by General Council 
and the Executive Committee of the Association 
based upon the transactions of Council at the 
annual meeting in Quebec in June, 1956. 

At that meeting it was resolved by Council that 
the Executive Committee should set up a special 
committee, or assign the duty to an existing com- 
mittee, for the purpose of preparing a plan or plans 
for 

(a) Comprehensive hospital services. 

(b) Diagnostic services. 

(c) Physicians services, 
based upon the principles approved by C.M.A. of 
voluntary pre-paid methods with government sup- 
port for those who needed it. This subject was 
considered from many points of view because 
of the variety of situations existing already in 
Canada. It was quickly realized that, should 
comprehensive and universal hospital schemes be 
formulated by the provinces with the support of 
the Federal Government, each province would 
wish to create its own scheme according to its 
requirements which in turn would vary with 
experience. Therefore it was concluded that the 
study could be best pursued by each Division in 
its own area, by an examination of provincial 
hospital requirements at present and in the forsee- 
able future. It was recommended that this should 
be undertaken by a special group or commission 
consisting of representatives from the provincial 
government, hospital association and the medical 
profession. It appeared reasonable that the gov- 
ernments would be willing to participate in such 
an investigation because of the importance of the 
subject. As far as the profession is concerned the 
results of such a study would lead to understanding 
of the provincial and national problem so that 
recommendations could be forthcomin,” from an 
informed medical source, should the need for 
comprehensive hospital services under different 
auspices arise. It was felt that the launching of 
such a study by the profession at this time would 


provide an opportunity for proper care and de- 
liberation, and avoid difficulties or impractical 
measures in the establishment of a scheme which 
would affect so large a part of our people. Further- 
more, by initiating this matter the profession would 
declare its interest at the outset and would be in 
a suitable position to anticipate its proper par- 
ticipation in the drafting and direction of any 
proposals adopted. The question of diagnostic 
procedures could likely be handled in a similar 
manner although it was felt by the committee 
that this problem could be regarded as of less . 
consequence, and be solved by a greater use of 
the presently available Federal Health Grants to 
the provinces as is somewhat the situation in 
Manitoba. 

The conversations concerning the forgoing gave 
the impression generally that no further change 
has been advanced recently among the provinces 
in their attitude to the proposals of the Federal 
Government for universal hospitalization. As the 
governments of British Columbia, Alberta and 
Saskatchewan already have established hospital 
schemes they are seriously hopeful that they may 
obtain financial assistance from the Canadian gov- 
ernment. At present their schemes are maintained 
by sales taxes, municipal levies and direct compul- 
sory taxes respectively in the three provinces. 
Although the Alberta government refers some of 
its problems relative to hospitalization to the pro- 
fession this is certainly not the case in B.C. or 
Saskatchewan. Manitoba has refused the proposals 
as originally presented. Elsewhere in Canada the 
provincial governments are studying the situation 
and are interested as matters of health assume a 
larger importance in the country’s economics. 

The establishment of a department of medical 
economics was further discussed. The Committee 
agreed that one should be established and re- 
quested that the secretariat of the association make 
a close study of that department already set up in 
the American Medical Association, and bring in a 
detailed report at the next meeting of the Com- 
mittee. Included is a memorandum on the object- 
ive, scope and function of such an office. 

For the past year there has been considerable 
discussion about T.C.M.P. and the C.M.A. estab- 
lishing, what has been variously called, a Depart- 
ment of Medical Economics, a Research Bureau 
or an Information Centre. The purpose of such 
a department is for the collection, analysis and 
interpretation of factual information on Medical 
Economics and related subjects which may be 
disseminated to the profession and the public. 

In recent years, the Committee on Economics has 
recommended to General Council that the C.M.A. 
budget for a consultant in Medical Economics 


— 
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and it will be recalled, Dr. Malcolm Taylor was 
employed for about two years part time. The 
principle of need for such a service has, therefore, 
been established by the C.M.A. 

The outline below attempts to clarify the 
proposed function of a Department of Medical 
Ecoriomics under C.M.A. auspices. 

Objective: 

To provide factual information on Medical 
Economics, 

(a) for the medical profession 

(b) for the public. 

‘Scope of Activity: 

There are several functions which such a 
Department could carry out. Some of these are 
mentioned as follows: 

(a) Study and Analysis of T.C.M.P. 

The success of the voluntary service plans are 
of prime interest to the medical profession. It is 
expected that a Department of Medical Economics 
would work closely with T.C.M.P., and would 
make full use of data collected by T.C.M.P. 
Statistical and other reports would be prepared 
for distribution to the profession. 

(b) Information Centre for the Committee on 
Economics, Provincial Divisions and members at 
large. 

The Department would prepare memoranda, 
statistical summaries, special studies, etc., for the 
Committee meetings, as well as answer requests 
from the Divisions or individual members on mat- 
ters pertaining to Medical Economics. 

(c) Liaison with Divisions, Governments, Vol- 
untary Plans, Insurance Companies, Universities 
and others, to obtain and exchange information, 
and to bring forward the point of view of the 
profession as required. 

Areas of Interest in the Field of Medical Economics 

It is visualized that a Department of Medi- 
cal Economics would carry out studies on the 
following: 

1. Medical Care in Canada 

(a) An analysis and evaluation of services 
provided by voluntary plans in Canada, including 
a utilization, volume of sickness or procedures, 
costs of services, etc. 

(b) The study of private insurance (Indemnity 
Plans with their advantages, disadvantages and 
costs). 

(c) The Study of Co-operative Medical Services 
in Canada. 

(d) The Study of Blue Cross, in hospital, and 
out of hospital, medical services. 

(e) The Study of municipal doctor and other 
programs in Canada. 

(f) The Study of the medical care of special 
groups: economic aspects and services as they 
affect the profession and the public. (Examples, 
social assistance groups, Old Age Pensioners, 


Mother’s Allowance, Permanent Disabilities, Indi- 
gent, etc., as well as Indians and Eskimos and 
Sick Mariners). 
(g) Special Studies as required. Examples: 
(1) The cost of medical care without pre- 
payment vs. the cost of medical care 
with prepayment. 
(2) Public relations of the profession and 
the plans regarding voluntary plans. 
(3) Methods of controlling excessive 
utilization. 


2. Hospital Care in Canada 

(a) The Study of hospital service programs as 
they affect utilization, professional services, extent 
of coverage, duration of stay in hospital and costs. 

(b) Professional remuneration with 
(1) Government sponsored programs. 

(2) Blue Cross and Insurance Coverage. 
(3) Personal responsibility for hospital 
costs. 

(c) The Study of Federal and Provincial Pro- 

posals regarding hospital insurance. 
3. Governmental Information 
It is important to obtain, study and report on 
Government publication and proposals. 
For example: 

(1) National Health Grants. 

(2) Federal Grants for Universal Hospital In- 
surance 

(3) Hospital and Medical Care Programs spon- 
sored by provincial Governments. 

(4) Government reports on Personal Income, 
Sickness Survey, Permanent Physical Dis- 
abilities, Census, Vital Statistics 

(5) Reports from abroad of special interest; for 
example, National Health Service U.K. 

4. Dissemination of Information 

It is anticipated that a Department of Medical 
Economics will work closely with the Department 
of Public Relations, and that similar media, now 
used in Public Relations, would be used to dis- 
seminate factual information for the profession 
and the public. For example: C.M.A.J., and 
Divisional Medical Journals for the profession; 
Articles prepared for the press, lay journals, radio 
and television. 
Mailing lists would be prepared for the re- 
cipients of periodic and special reports. 5 

A report was received from Trans - Canada 
Medical Plans, through its Executive Director, Mr. 
Shillington. He described the results of recent 
negotiations between T.C.M.P. and the non- 
operative unions of the Canadian railways and 
representatives of management. The members of 
these groups and their dependents are now covered 
by the medically sponsored plans across Canada 
and in Manitoba they are now members of the 
Manitoba Medical Service. Mr. Shillington made 
special mention of the part played in the nego- 
tiations by M.M.S. which was represented by Dr. 
McNulty, Dr. J. C. MacMaster, Executive Director, 


al 
tl 
di 
w 
iz 
M 
al 
D 
6( 
W 
D 
to 
sl 
w 
ne 
in 
m 
m 
ti 
is 
m 
th 
lo 
D 
G 
6( 
W 
D 
n 
Si 
in 
t 


nd 


nt 


O- 


February, 1957] 


The Manitoba Medical Review 121 


and its actuary, Mr. Dinney. It was pointed out 
that as a result of the ability of the T.C.M.P. to 
provide national coverage to the railwaymen the 
doctors’ supported plans would possibly be more 
widely adopted by other nation-wide organizations. 

Representatives of that other large organ- 
ization of Canadian doctors, l’Association des 
Medicins du Langue Francais, continue to attend 
and participate in these meetings of the Committee 
on Economics. On this occasion it was requested 


that the next meeting be held in Montreal with 
l’Association as hosts. This increasing interest in 
the mutual problems of C.M.A. and I’Association 
by the French-speaking doctors, is consistent with 
the plea of Dr. Lemieux, President of C.M.A., for 
closer relationship between the two large groups 
of organized medicine in Canada. 
Respectfully submitted, 
K. R. Trueman, 
Chairman, Economics Committee. 


Letter to the Manitoba Medical Ass'n 
From the General Practitioners’ Ass'n 
December 4, 1956. 
Dr. J. E. Hudson, 
President, Manitoba Medical Association, 
604 Medical Arts Building, 
Winnipeg 1, Manitoba. 
Dear Sir: 

The General Practitioners’ Association of Mani- 
toba views with disappointment the nominating 
slate for the Board of Trustees of the M.M.S. and 
wishes to express its dissatisfaction with the special 
nominating committee of the M.M.A. 

1. The G.P.A.M. who have such a large share 
in the M.M.S. have only one nominee in a slate of 
7members. This is hardly an equal representation. 
Furthermore, of the other nominees 5 are clinic 
members of whom one is in a competitive insurance 
medical scheme, thus giving almost no representa- 
tion to physicians, general practitioners, or special- 
ists, urban or rural, who practice independently. 

No attempt is being made to detract from 
medical or administrative abilities of the nominees, 
yet men who practice independently should have 
their share of the voice-in M.M.S. 

2. The ballotting on mimeographed paper is 
grossly inadequate. We suggest that future bal- 
lotting and voting follow exactly that of the 
College of Physicians and Surgeons. 

Yours truly, 
S. Malkin, M.D., Recording Secretary, 
General Practitioners’ Ass’n of Manitoba. 


Letter to the General Practitioners’ Ass‘n 
From the Manitoba Medical Ass’n 

January 9th, 1957. 

Dr. S. Malkin, 

Recording Secretary, 

General Practitioners’ Association of Manitoba, 

604 Medical Arts Building, 

Winnipeg 1, Manitoba. 

Dear Doctor Malkin: 

Your communication of December 4th regarding 
nominations to the Board of Manitoba Medical 
Service was received. This letter brings up many 
important points in regard to the policy of Mani- 
toba Medical Service in its relations with Manitoba 


Medical Association and the methods of imple- 
menting this policy. In consequence, a general 
statement on this situation should be given to the 
profession. 

The Board of Trustees of M.M.S. is made up of 
eight lay members and 16 medical members. The 
former are appointed by the Board as vacancies 
occur. The 16 medical members are selected from 
names submitted by the M.M.A. These hold office 
for three years but may be re-elected for a further 
period of three years. After six consecutive years 
of service, they are no longer eligible for member- 
ship until at least one year has elapsed. 

The duty of the Executive Committee of the 
Manitoba Medical Association is to appoint a 
Nominating Committee to submit a list of names 
which it considers suitable. The Chairman has 
been a past president. When this list is found 
satisfactory by the Executive, the names are 
submitted to the Annual Meeting of M.M.A., and 
nominations may be made from the floor. Election 
is by mailed ballot to all members. The names 
of the doctors so elected are submitted as nominees 
to the Board of Trustees, M.M.S., which is not 
bound to accept such nominees but has done so 
in the past. 

In preparation for the annual meeting in 
October, such a Nominating Committee was set up 
in June, 1956, under the Chairmanship of Dr. W. 
F. Tisdale. This committee had two meetings. It 
went over the list of more than 800 members of 
M.M.A. and, by a slow process of elimination (often 
being forced to leave off the names of members 
who would have made very able nominees), finally 
submitted a slate of 15 names. In reply, the 
Executive of M.M.A. rejected the list, requested 
the Nominating Committee to reconvene, and gave 
it the following instructions. 

“At the request of Dr. W. F. Tisdale, Chairman, 
the Executive Secretary read the list of nominees 
and it was pointed out to the meeting that a fair 
balance was wanted between city and country men 
in the representation on the M.M.S. 

The whole question of M.M.S. nominations was 
fully debated and the general feeling of the meet- 
ing was that instead of electing six members to 
the Board of the M.M.S. as in the past, provision 
should be made whereby the Chairman of the 
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Economics Committee should automatically be 
elected by acclamation,’ it was also felt that the 
first Vice-President of the M.M.A. should be 
elected automatically to the M.M.S.... This was 
agreed and the Chairman suggested that Dr. 
Tisdale reconvene his committee and in the light 
of the recommendations made, nominate only two 
members for election by acclamation and four for 
election by ballot.” 

Under these instructions the Nominating Com- 
mittee prepared two lists—the first to be submitted 
if the resolution carried, the second if the first was 
defeated. The resolution was defeated so the 
second abbreviated list was presented. No nomin- 
ations were made from the floor so the seven 
names were submitted for election to fill the six 
vacancies. 

In answer to point number one of your letter, 
we would draw your attention to the fact that 
on the 1956-57 Board, the General Practitioners’ 
Association of Manitoba was represented by seven 
members including the Chairman and Vice-Chair- 
man of the Board. This seems a very generous 
voice in the Councils of M.M.S. If your contention 
in regard to “equal representation” was carried to 
its logical conclusion, the group with the largest 
number would dominate both M.M.A. and M.M:S. 
This, I am sure, would be unthinkable to everyone. 

As to the criticism of the individual’s type of 
work making him eligible for nomination, this was 
answered jin no uncertain voice by the general 
meeting when six resolutions were debated. 

The small representation from rural Manitoba 
was much regretted by your Nominating Commit- 


<i. 


‘Brandon and District Medical Society 


The fall meeting of the Brandon and District 
Medical Society was held on Wednesday, 
November 28th, 1956. A clinical session was held 
at the Brandon General Hospital at which cases 
were presented and papers given by Drs. R. M. 
Cherniack, D. A. I. Grewar, and C. C. Henneberg, 
all of Winnipeg. There was a good turnout of 
Brandon doctors and five doctors from the area 
outside of Brandon which included three from the 
Hamiota group. 

The reception and dinner was held at the Prince 
Edward Hotel where in the absence of the Presi- 
dent, Dr. G. T. McNeill of Carberry, the presiding 
officer was Dr. V. J. H. Sharpe. 

At the business session which followed the 


tee but was to a great extent dictated by the 
country members themselves. They found it very 
difficult to attend the Board meetings. 

The “equal representation” theory was chal- 
lenged by the M.M.A. Commission Report. The 
Chairman of the Board of M.M.S., in his report to 
the Annual Meeting of the M.M.A., laid great stress 
on this point. He urged that the large groups 
forego “equal representation” in order that even 
very small _ specialties might have a voice in 
M.M.S. policy. Many serious inequities have arisen 
due to lack of opportunity for all to be represented. 

In conclusion, the Executive of M.M.A. may 
suggest that the following points be considered by 
future Nominating Committees: 

1. That a larger representation be nominated 


from outside Greater Winnipeg. This is becoming © 


more imporiant as M.M.S. is spreading into other 
parts of the Province. 

2. That groups, specialties or individuals, be 
asked to submit from their own group one or more 
names which they consider would make the best 
contribution to the Board of Trustees, M.M.S. All 
these could not be nominated but it would provide 
a good starting point. 

3. That the system of balloting be revised. 

4. That future Nominating Committees be en- 
couraged to continue in their efforts to secure the 
services of the best men available irrespective of 
sectional interests. 

Yours very truly, 
M. T. M. 
for J. E. Hudson, M.D., 
President. 


dinner, Dr. J. E. Hudson, President of the Manitoba 
Medical Association, spoke on the advantages of 
membership in, and the activities of, the Associa- 
tion. 
Dr. R. F. M. Myers, who is doing post-graduate 
work in Winnipeg was elected district representa- 
tive to the Executive Committee of the M.M.A. for 
the year 1956-57. 

Dr. R. M. Creighton, Department of Health and 
Public Welfare, Winnipeg, discussed the polio 
vaccine and commented on the outbreak of diph- 
theria in Winnipeg. 

At the February meeting of the Society it is 
hoped that Dr. D. J. Fraser, Chief Medical Officer 
of the Workmen’s Compensation Board will be in 
attendance. 
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A Request 
Pertaining to the 
Canadian Medical 

Association Meeting 
in Edmonton 
June 17 to 21 


Dear Dr. Macfarland: 


I am writing regarding ,the 1957 Canadian 
Medical Association which, as you know, will 


be held in Edmonton June 17 - 21. 


The hotel accommodation situation here 
in Edmonton is only fair, but we find we 
have numerous first-class motels. It would 
help us greatly if doctors coming from your 
province would travel by car and offer to use 
motel accommodation while in Edmonton. 


Would you be good enough to publicize 
for us the above facts and encourage your 
doctors, wherever possible, to travel by 


automobile. 
Thanking you for your help, I am 


Yours truly, 
P. B. Rose, M.D., 
Housing Committee, 
Canadian Medical Association. 


MENOPAUse 
needn't mean 
“change of life” 


ESTINYL: 
Brand of ethiny! estradiol i | Schering | 
ESTINYL 
TABLETS 
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HARD-TO-KILL TRICHOMONADS 


EXPLODE. 


WITHIN 15 SECONDS’ CONTACT 
WITH VAGISEC LIQUID 


WW: THE Davis technique,t using Vacisec* liquid and 

jelly, flare-ups of vaginal trichomoniasis rarely occur. 

Vaaissc liquid actually explodes trichomonads within 15 sec- 

onds after douche contact.! Better than 90 per cent apparent 

cures follow use of this new trichomonacide,? developed as 

“Carlendacide” by Dr. Carl Henry Davis, noted gynecolo- 

gist and author, and C. G. Grand, research physiologist.® 

No trichomonad escapes — The overwhelming action of 

Vacisec liquid dooms the trichomonad. One chelating agent 

and two surface-acting agents combine in attack to weaken 

the cell membrane, to remove waxes and lipids, and to de- 

nature the protein. With its cell wall destroyed, the parasite 

imbibes water, swells and explodes. Only scattered frag- 

ments remain. 

No other agent or combination of agents kills the tricho- 

monad in this specific fashion or with the speed of Vacisec 

liquid. When the patient uses Vacissc jelly as well —the 

recommended routine — these good effects continue in- 

definitely.* 

The Davis technique — Office therapy with Vacisec liquid 

is combined with home treatment. Both liquid and jelly are 

prescribed. 
OFFICE TREATMENT— Wipe vaginal walls dry with 
cotton balls, then wash thoroughly for about three 
minutes with a 1:100 dilution of Vacisec liquid. Re- 
move excess fluid with cotton balls. Dr. Davis recom- 
mends three treatments the first week, two the second 
and one the third. 
HOME TREATMENT — Patient douches with Vacisec 
liquid every night or morning and then inserts Vacisec 
jelly. Home treatment is continued through two men- 
strual periods, but omitted on office treatment days. 
Douching is contraindicated in pregnancy. 

*Trade-mark ¢Pat. App. for 

Active ingredients in Vacisec liquid: 

Polyoxyethylene nonyl phenol, So- 

diam ethylene diamine JULIUS SCHMID 

Sodium dioctyl sulfosuccinate. In ad- | (Canada) Ltd. 

dition, Vacisec jelly contains Boric 32 Bermondsey Road 

acid, Alcohol 5% by weight. Toronto 16, Canada 


Top to bottom: 


2 sec. CONTACTS 
4 sec. COMPLEXES 
6 sec. DISSOLVES 
8 sec. DENATURES 
10 sec. SWELLS 
15 sec. EXPLODES 
16 sec. SCATTERS 


References: 1. Davis, C. 
H.: J.A.M.A. 157:126 
(Jan. 8) 1955. 2. Davis, 
C. H.: West. J. Surg. 
63:53 (Feb.) 1955. 3. 
Davis, C. H., and 
Grand, C. G.: Am. J. 
Obst. & Gynec. 68:559 
(Aug.) 1954. 4. Davis, 
C. H. (Ed.) Gynecol- 
ogy and Obstetrics (re- 
vision), Hagerstown, 
Md., W. F. Prior, 19565, 
vol. 3, chap. 7, pp. 23-33. 
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Income Tax Information 


Individuals whose income—(a) is derived from 
carrying on a business or profession (other than 
farming); (b) is derived from investments; or (c) 
is more than 25% derived from sources other than 
salary or wages, are required to pay their estimated 
tax by quarterly instalments during such year. 
Each payment must be sent in with Instalment 
Remittance Form T.7-B Individuals. Any balance 
of tax is payable with interest with the T.-1 Gen- 
eral return which is due to be filed on or before 
April 30 of the succeeding year. : 


The following timetable indicates the returns 
required. 
A. Doctors Not receiving salaries amounting to 


% of income: : 
Forms to be Used 


Date Due 
March 31 __...... T.7-B Individuals 
April 30 T.1 General 


(Note: Only doctors deriving their full pro- 
fessional income from salaries may use 
Form T.1 Short). 
June 30 _. T.7-B Individuals 
September 30 T.7-B Individuals 
B. Doctors receiving salaries amounting to %4 
or more of income: 
Date Due Forms to be Used 
April 30 T.1 General 
(Note: Doctors deriving their full profes- 
sional income from salaries may use Form 
T.1 Short). 
Whenever Status is changed* T.D.-1. 
*With respect to new employer, marital status, dependents. 
Doctors who pay salaries to their own employees 
are required to send in Form T.-4 by the end of 
February each year. 


DOMINION INCOME TAX RETURNS 

BY MEMBERS OF THE MEDICAL PROFESSION 

As a matter of guidance to the medical profes- 
sion and to bring about a greater uniformity in the 
data to be furnished to the Taxation Division of 
the Department of National Revenue in the annual 
Income Tax Returns to be filed, the following 
matters are set out: 


Income 


1. There should be maintained by the doctor an 
accurate record of income received (in dated cash 
or day book), both as fees from his profession and 
by way of investment income. The record should 
be clear and capable of being readily checked 
against the return filed. It may be maintained on 
cards or in books kept for the purpose. 


Expenses 

2. Under the heading of expenses the following 
accounts should be maintained and records sup- 
ported by vouchers kept available for checking 


purposes: 
(a) Medical, surgical and like supplies; 
(b) Office help, nurse, maid and bookkeeper; 
laundry and malpractice insurance premiums. 
* (If in @ private home and the maid would clean the office, 
@ portion of her wages could be counted as an expense — yearly 
maximum $120.00.) 
(It is to be noted that the Income Tax Act does not 
allow as a deduction a salary paid by a husband 
to a wife or vice versa. Such amount, if paid, is 
to be added back to the income). 


(c) Telephone expenses; 

(d) Assistants’ fees: The names and addresses 
of the assistants to whom fees are paid should be 
furnished. This information is to be given each 
year on Income Tax form known as Form T.4, 
obtainable from your District Income Tax Office; 

(e) Rentals paid: The name and address of the 
owner (preferably) or agent of the rental premises 
should be furnished (see (i) ); 

(f) Postage and stationery: 

(g) Depreciation: A description of the treatment 
of depreciation may be found on page four of the 
Income Tax Return form T.1 General under the 
Part XI Method. 

The method of computing depreciation for tax 
purposes is the same as that used last year and 
you should have no difficulty if you have a copy 
of last year’s return available. 

Simply carry forward the balance remaining 
in each class after deducting last year’s allowance. 
Add to this figure the cost of any new equipment 
purchased and deduct the proceeds from any dis- 
posal of property in each class. The rate you wish 
to use not exceeding the maximum rate (see below) 
is applied to this new balance for each class to 
obtain the depreciation you may claim this year. 

The schedule on page four of the Income Tax 
Return is reproduced below for your information. 
Column (6) does not apply to doctors, the other 
columns are self-explanatory. 

The maximum rates for the classes of equip- 
ment most used by doctors follow: 

Annual 
Capital Item Maximum 
Medical Equipment: Class Depreciation 
(a) Instruments Costing over $50 
Each and Medical Apparatus 


of Every Type —- 8 20% 
(b) Instruments Under $50 Each 12 100% 
Office Furniture and Equipment _. 8 20% 
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now available...4 forms of 


Squibb Nystatin 


the first safe antifungal antibiotic 


mycosTaTtin VAGINAL TABLETS 
highly effective in vaginal moniliasis 
Each vaginal tablet contains 100,000 units of 
Mycostatin and 0.95 Gm. of lactose. Packages of 15. 


mycostTaTin OINTMENT 
highly effective in monilial infections of the skin 


Each gram contains 100,000 units of Mycostatin. 
One-ounce and half-ounce tubes. 


mycostaTin ORAL TABLETS 
highly effective in intestinal moniliasis; 
sometimes effective in systemic moniliasis 
Each tablet contains 500,000 units of Mycostatin. 
Bottles of 12 and 


mycosTaTin FOR SUSPENSION 
highly effective in thrush . . . highly effective 
in intestinal moniliasis and sometimes effective 
in systemic moniliasis in infants and children 


When reconstituted in 22 cc. of distilled water, each 
cc. contains 100,000 units of Mycostatin. 24-dose 
bottles, with dropper calibrated at 1 cc. — 


@ Squibb Quality — the Priceless Ingredient 


SQUIBB 
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Building (Residence Used Both 

as Dwelling and Office) 3 5% 

*(If the building is frame or stucco on frame, it could be 
dassified under No. 6 at 10% depreciation.) 

Instruments costing less than $50.00 each belong 
in class 12 and have a maximum allowance rate of 
100%. They should not be included in expenses 
but should be recorded as additions in columns 3 
of the schedule. 

Where a doctor practises from a house which 
he owns and resides in, the allowance may be 
claimed as above on a portion of the cost of the 
residence, excluding land. For example if the 
residence were a brick building costing $12,000 
and one-third of the space were used for the office, 
the doctor would use $4,000 as the business portion 
of the cost and apply the building rate of 5% to 
determine the maximum depreciation allowable 
in the first year. 

For further information en the subject you may 
refer to the Regulations or you may consult your 
District Income Tax Office. 


The doctor should be prepared to demonstrate, 
if called upon to do so, that his apportionment of 
any particular item is in accordance with the facts 
relative to that item. 

The above allowances will not exceed one-third 
of the total house expenses or rental unless it can 
be shown that a greater allowance should be made 
for professional purposes. 

(j) Sundry expenses (not otherwise classified) 
—The expenses charged to this account should be 
capable of analyses and supported by records. 

Claims for donations paid to charitable organi- 
zations will be allowed up to 10% of the net 
income upon submission of receipts to your Income 
Tax Office. This is provided for in the Act. 

The annual dues paid to governing bodies 
under which authority to practise is issued and 
membership association fees, to be recorded on the 
return, will be admitted as a charge. Initiation 
fees and the cost of attending post-graduate 
courses will not be allowed. 


*. (3) (2) | (3) (4) (S) (6) (7) (8) (9) (10) 
Class | Undeprecia- | Cost of Proceeds | Undeprecia- | Net Amount on |Rate| Capital Undepreciated 

Number! ted Capital! Additions | from Dis- | ted Capital Deferr- | which 1951] % ‘ost Capital Cost 
Cost at Be- | During sals Cost before | ed Allowance Allowance | Less Deferred 
ginning of 1951 uring 1951 Allow- | Assets | is Calcula- for 1951 Assets (Col. 7 
1951(Col.100f 1951 ance (Col. 2 ted (Col. 5 less Col. 9) 
1950 return) plus 3, less 4) less Col. 6) 

(h) Automobile expenses: (One Car). This (k) Carrying charges: It is now possible under 


account will include cost of license, oil, gasoline, 
grease, insurance, garage charges and repairs; 

The capital cost allowance is restricted to the 
car used in professional practice and does not 
apply to cars for personal use. 

Only that portion of the total automobile ex- 
pense incurred in earning the income from the 
practice may be claimed as an expense and there- 
fore the total expense must be reduced by the 
portion applicable to your personal use. 

The mileage rate permitted in years prior to 
1950 may no longer be used to estimate the auto- 
mobile expenses. 

(i) Proportional expenses of doctors practising 
from their residence: 

(a) Owned by the doctor. Where a doctor prac- 
tises from a house which he owns and as well 
resides in, a proportionate allowance of house ex- 
penses will be given for the study, laboratory, 
office and waiting room space, on the basis that 
this space bears to the total space of the residence. 
The charges cover taxes, light, heat, insurance, 
repairs, capital cost allowance, and interest on 
mortgage (mame and address of mortgagee to be 
stated); 


(b) Rented by the doctor. Only the rent and 


other expenses borne by the doctor such as heat 
and light will be apportioned inasmuch as the 
owner takes care of other expenses. 


Income Tax Act, Section 13, that if an investment 
loss is incurred, it is permissible to charge loss 
against other income, including all carrying char- 
ges. That is, if the net result is a loss, that loss 
can be applied to professional income. (This does 
not apply when purchasing a farm.)* 

*Information supplied by the Income Tax Dept. 


(1) Business tax will be allowed as an expense, 
but Dominion, Provincial or Municipal income tax 
will not be allowed.* 


Convention Expenses: 

“Effective January 1, 1955, the reasonable ex- 
penses incurred by members of the medical 
profession in attending TWO medical conventions 
per year for the purpose of earning income will be 
admitted for income tax purposes against income 
from professional fees without geographical limi- 
tations.” 


The expenses to be allowed must be reasonable 
and must be properly substantiated; e.g., the tax- 
payer should show (1) dates of the Convention; 
(2) the number of days present, with proof of claim 
supported by a certificate of attendance issued by 
the organization sponsoring the meetings; (3) the 
expenses incurred, segregating between (a) trans- 
portation expenses, (b) meals and (c) hotel ex- 
penses, for which vouchers should be obtained and 
kept available for inspection. 


= 
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LEUKORRHEA 


VAGINAL INFECTIONS 


THREE FORMULAS 


OVOQUINOL-PLAIN 
Diiodohydroxyquinoline U.S.P. 75 mg. 
Sodium Propionate _...._._.__-_-_-_---_-_. 500 mg. 
Sulfediezine U.S.P. 390 mg. 
Phenoxyethano! B.P.C, ce. 
Destrose and Lactose 

OVOQUINOL-OESTRO 


Same formula as OVOQUINOL-PLAIN 
plus 0.01 mg. Ethinyl-cestradiol B.P. 
per cone. 


OVOQUINOL-JUNIOR 


Tiny-shaped, one-third the strength of OVOQUI- 
NOL-PLAIN plus Ethinyl-cestradiol, 0.0033 mg. 


One or two cones per day preferably at 
bed-time or as prescribed by the physician. 
SUPPLIES in bottles of 15 


NADEAU LABORATORY LTD. 
Montreal Canada 


None of the above expenses will be allowed 
against income received by way of salary since 
such deductions are expressly disallowed by 
statute.” 


Professional Men Under Salary Contract 


The employees’ annual contribution to an 
approved Pension Plan and alimony payments 
may be deducted from salary income. 

Amendments to the Income Tax Act, introduced 
in 1951 and made retroactive to the beginning of 
the calendar year 1951, provide for the deduction 
of certain expenses from salary income. 


The allowable expenses include travelling ex- 
penses, annual professional membership dues, 
office rent, salary to an assistant or substitute and 
supplies consumed directly in the performance of 
the duties of employment. 


The annual registration fee of the Provincial 
medical licensing authority would be allowable ** 
paid by the doctor himself. 

Certain conditions are attached to the allowance 
of the expenses and without trying to recite the 
exact provisions of the law the main points are: 

(a) That the expenses must have been incurred 
in the performance of the duties of the office or 
employment. 


(b) That the employee is required, under the 
contract of employment, to pay the expenses. 

(c) To claim travelling expenses the employee 
must be ordinarily required to carry on the duties 
of his employment away from his employer’s place 
of business. Travelling between the doctor’s 
home and his office is not included. 


Where the travelling expenses are allowable 
under these provisions, depreciation may be 
claimed on the automobile used for this purpose 
but no other claim for depreciation may be made. 


Income From a Partnership 

Additional expenses incurred by a partner, 
but not charged to the partnership, may be claimed 
as a deduction from the partner’s share of income. 
However, the partner must be in a position to 
substantiate these expenses, to show why they 
were not charged directly to the partnership and 
that they were necessarily laid out to earn the 
partnership income. 


REMEMBER 
Winnipeg Medical Society 
BENEVOLENT FUND 
Subscriptions may be sent to 


604 Medical Arts Building 
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College of General Practice of Canada 


Scientific Convention — Montreal — March 4-5-6 


A scientific convention, planned precisely for 
the Canadian general practitioner, has been ar- 
ranged by The College of General Practice of 
Canada for March 4, 5 and 6. 

Thirty scientific exhibits, nearly twice that 
many technical exhibits, and some 30 of the 
continent’s top medical authorities have been con- 
firmed for this scientific convention of the College. 
The business and scientific sessions —to be held 
at the Sheraton-Mount Royal Hotel in Montreal— 
will be completely bilingual. They are to be 
simultaneously translated into English or French. 

The Executive and Board of Representatives of 
the College will meet on March 2 and 3, with some 
standing committees meeting on the latter date. 
The College will hold its general business meeting 
on March 4 and the annual dinner on the following 
night. The printed program covering the conven- 
tion activities and exhibits will go forward to 
College members about February first. Copies 
will be available to others on request. All general 
practitioners will be welcome at the convention. 

Scientific exhibits will show the latest tech- 
niques of blood transfusion, plaster-cast and 
bandaging methods; the application of atomic 
radiations to general medicine will be shown by 
Atomic Energy of Canada Limited and there will 
be a display on radiation hazards by the Depart- 
ment of National Health and Welfare. Dr. W. 
A. Lange, Detroit plastic surgeon, is bringing a 
realistic exhibit of coloured photographs of facial 
plastic surgery; Drs. Leo and Maurice Croll, from 
the same city, will demonstrate common eye injuries 
and diseases, and their treatment. The value of 
combined inoculations at birth will be demonstra- 
ted by Dr. H. D. Chamberlain, of McArthur, Ohio. 
Dr. Antoine Nahoum, of Detroit’s Alexander Blain 
Hospital, is bringing an exhibit on cancer of the 
prostate. 

Dr. G. J. Sarwer-Foner, psychiatry consultant 
at the Queen Mary Veterans Hospital, Montreal, 
has arranged an exhibit on three tranquilizing 
drugs, while a colleague, Dr. Mitchell, has prepared 
an exhibit to show skin diseases as evidence of 
constitutional disorder. The medical department 
of Mead Johnson and Company plan an exhibit on 
body fluids in clinical practice; John Wyeth and 
Brother (Canada) Limited have an exhibit to show 
oral treatment with penicillin for sub acute bac- 
terial endocarditis. 

Institutional exhibits planned for the general 
practitioners include a scientific exhibit on epi- 
lepsy by the Montreal Neurological Institute; 
wringer injuries sustained by children, to be dis- 
played by University of Manitoba; and an exhibit 


dealing with diagnosis and treatment of tubercul- 
osis by the general physician. The University of 
Saskatchewan will display a graphic comparison of 
three agents to dry salivary secretions. Various 
aspects of a public health program will be shown by 
the Montreal Department of Health. The Canadian 
Mental Health Association will provide an exhibit 
on diagnosis and treatment of depressive con- 
ditions. And there will be an exhibit by the 
Canadian Arthritis and Rheumatism Society cover- 
ing 200 clinical and pathological slides which are 
available for teaching. 


The Metropolitan Life Insurance Company is 
showing its exhibit on perinatal mortality statistics. 
Dr. R. A. Davison, of University of Tennessee, 
will demonstrate how a department of general 
practice may function in a medical college. Then 
there will be both English and French showings 
of a half-hour film on the diagnosis and treatment 
of allergies, to be presented during exhibit hours. 


Some 55 technical exhibits planned for the 
College of General Practice convention will rep- 
resent virtually every type of drug therapy and 
equipment available to the general practitioner. 
Both technical and scientific exhibits will be open 
during the three convention dates, March 4 to 6. 


A feature of this first scientific meeting planned 
especially for the G.P. will be a clinic to provide 
the doctors, themselves, with check-up examin- 
ations. Wives of visiting delegates will find 
extensive activities arranged for them during the 
convention. These are to include a fur fashion 
show, a visit to Montreal’s botanical gardens, and 
a tour of the St. Lawrence Seaway project. 


In addition to the medical men who are bring- 
ing scientific exhibits, 18 speakers and three panels 
will participate in the General Practice scientific 
sessions. These speakers will include such author- 
ities as Dr. R. J. Jackman of the Mayo Clinic; Dr. 
Hans Selyé of the University of Montreal; Dr. 
Paul David, director of Montreal Cardiological 
Institute; Dr. H. Medovy of the University of 
Manitoba; Dr. A. B. Stokes, professor of psychiatry 
at University of Toronto; Dr. R. Ian Macdonald, 
also of U. of T.; Dr. J. Lewis Dill of Henry Ford 
Hospital, Detroit; Dr. Arthur C. Curtis, of Uni- 
versity cof Michigan; Dr. H. B. Atlee, professor of 
obstetrics at Dalhousie; Dr. H. L. Nadeau, pro- 
fessor of dietetics, and Dr. Richard Lessard, 
professor of pathology at Laval; Dr. Oswald Hall 
of University of Toronto’s political economy de- 
partment who will talk on “Is Your Patient With 
You or Against You?” Col. K. R. Swinton, general 
manager of the Thomas A. Edison of Canada 
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company, will speak on business methods as 
applied to the general practitioners’ offices. 


Three panel discussions are scheduled to deal 
respectively with diabetes, ataractic drugs, and 
the use of sera and vaccine. Dr. Lillian Chase of 
Toronto will chair the panel on diabetes with Dr. 
H. S. Everett of St. Stephen, N.B., and Dr. Gordon 
D. Brown of Edmonton participating. The panel 
on ataractic drugs will be chaired by Dr. Sarwer- 
Foner; with Dr. H. E. Lehmann of McGill and Dr. 
Lennox Bell of University of Manitoba as panel 
members. The vaccine panel will be under the 
chairmanship of Dr. Henri Charbonneau, medical 
director of l’Hopital Pasteur, Montreal. Dr. Paul 
G. Weil of the Royal Victoria Hospital will head 


a four-man team, each member of which will give 
a six minute talk. These will deal respectively 
with recent advances in the treatment of hemorr- 
hage, allergy, poisoning and cardio - respiratory 
disease. 

The three luncheon meetings, March 4, 5 and 6 
will be addressed respectively by the Honourable 
Paul Martin, Minister of National Health and 
Welfare; Dr. Jean Charbonneau of Montreal; and 
Dr. John S. DeTar, president of the American 
Academy of General Practice. Dr. Ian Grant, 
president of the British College of General 
Practitioners, and a representative of the French 
general practitioners organization will also attend 
the Canadian meeting. 


You Are Invited to Our... 


Annual Valentine Party 


Reception - 


6.30 p.m. - 


Join us. Meet your friends 
and enjoy every minute of 


a most sociable evening. 


Dinner - Entertainment - 


Saturday, February Sixteenth 


Royal Alexandra Hotel 
Dress Optional 


Tickets $10.00 per couple 


Make your reservations early. 
Further information may be 
obtained from Dr. Ralph Robinson. 


Sponsored by: The General Practitioners’ Association of Manitoba 


Feb: 
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Social News 


Reported by K. Borthwick-Leslie. M.D. 


Reports from Grads, here and there, and local 
members. 


Dr. A. E. Theman, ’43, recently successful in 
passing the fellowship in surgery examinations, 
is now located at 10168 144th St., Edmonton. Like 
so many others he also has a soft spot for Win- 
nipeg—subscribing to the Review keeps him up 
to date. 


Dr. Louis Sotolov, formerly of Winnipeg, writes 
that he is now licensed to practice in California, 
temporarily in the Emergency Treatment Room 
of the North Hollywood Hospital, but is establish- 
ing his own office when building is completed. 

Those enjoying our 30° below weather take 
note. “My home is on-a half acre of orange 
grove, with enough ripe oranges to feed an army, 
temperature ranging from 60 to 80°—perpetual 
summer.” Address 19822 Redwing St., East Wood- 
land Hills, California. 


Dr. F. V. Bird, Boissevain, Man., received 
special tribute during the summer at the time of 
the 75th anniversary of the town. Dr. Bird has 
been delivering “Bird” babies for forty-three years. 
He was presented with a cheque for $1300.00 and 
a memo book of the names of all those babies. 
Wonderful gesture of appreciation, to prove that 
people still do admire and require the good 
“family doctor.” ‘ 


Dr. J. C. Wong has been appointed assistant 
administrator of the Winnipeg General Hospital. 
He is a graduate of Singapore, taking special 
training in Public Health and Administration at 
Yale. He comes to us from Saskatoon, where he 
was Assistant Superintendent of the University 
Hospital. 


Happy reunion for Dr. L. Kovacs, Staff Anaes- 
thetist, Misericordia Hospital, with his daughter 
and her family, direct from Hungary, and enroute 
to B.C. where daughter Janos’ husband, associate 
professor at Budapest, is associated with the School 
of Forestry. 

_ Very interesting Press picture of the super- 
intendents of the General, photogenic too. A. M. 
Campbell (1904-07), John J. Gunn (1907-10), Harry 
Coppinger (1940-56) and L. O. Bradley presently 
in charge. 


Congratulations to the General on the official 
opening of the new Internes Quarters as of Feb- 
Truary 2nd, also the official inauguration of the 
Alumni Association of the General. All former 
present and future internes are to be members, 
I believe. An excellent idea — More anon. 

Richard Douglas Oatway, M.D., F.R.C.S. (Ed.), 
F.R.C.S. (C), is now located at 318 Medical Arts, 
Winnipeg. Practice — to General Surgery. 


Fred W. Duval, M.D., F.R.C.S. (C) also in 
General Surgery, has his office at 325 Medical 
Arts. Welcome to the building, boys. 


Congratulations to Dr. J. B. Morrison who has 
been appointed Assistant Medical Health Officer, 
City of Winnipeg. Or should there be condolences 


Dr. and Mrs. Lorne Carson of Yellowknife, 
N.W.T., formerly of Winnipeg, announce the mar- 
riage December 15, 1956 of their daughter Dorothy 
Jean, to Jack Coutts Wright, B.S.A., graduate of 
University of B.C. 


Dr. and Mrs. Maxwell S. Rady—lucky people— 
are on a globe trotting tour, via the “Coronia’”, 
New York, expecting to visit 17 countries with 23 
ports of call. 
Best wishes for a happy, relaxing holiday. 


Congratulations to the parents and welcome to 
the babies of 1957: 


+ 
Dr. and Mrs. Robert Polson, a son, Robert 
Alexander, Dec. 15, gr 


Dr. and Mrs. Harld Colburn, Janine Elizabeth, 
Dec. 14th, 1956 at University Hospital, Edmonton, 
baby sister for en, Colleen and Mary Lou. 


Dr. and Mrs. S. B. Pearson (nee Dr. Ruth 
— their daughter, Kim Beverley, Dec. 18, 
1956. 


Dr. and Mrs. Conrad Stone, a daughter, Mary 
Duval, Dec. 11, 1956 at ear Virginia, U.S.A. 


Dr. and Mrs. Stephen Toni, Altona, Man., a 
son, Christopher Dec. 9, 1956. 


Dr. and Mrs. J. G. Fox, baby sister Carol 
Frances for Geraldine -% Nancy, Jan. 7, 1957. 


Dr. and Mrs. G. H. Bonham, a daughter, Tara 
Christine, Jan. 18, 1957. j 


Dr. and Mrs. Harley Hughes, their second son, 
Jan. 9, 1957, at McKellar Hospital, Fort William. 


Dr. and Mrs. I. H. Katz, daughter Jill Susan, 
playmate for Arlene a Jan. 14, 1957. 


Dr. and Mrs. R. K. Watson (nee Marilyn Bur- 
rows), Ny son, Donald, in St. Louis, Missouri, Jan. 
18, 1957. 


Dr. and Mrs. R. G. Handford, their son James 
William., Jan. 23, 1957. ‘ 


Dr. and Mrs. Lyle McDonald, a son, Malcolm 
Douglas, Jan. 25, 1957. 


Dr. and Mrs. C. E. K. Cohoe, Pilot Mound, Man., 
a son, Jan. 21, 1957. 


Dr. and Mrs. R. O. Hinch, a son Thomas Duncan, 
Jan. 26, 1957 at the casa mse District Hospital. 


Dr. and Mrs. Glenn Willson. Flin Flon, Man., 
a son, Paul Reeves, brother to Mark, David, Blake, 
Richard and Tim. 

Wow. uv comes a ready made six man hockey 
team. Stat. 
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Department of Health and Public Welfare 
Comparisons Communicable Diseases — Manitoba (Whites and Indians) 


DISEASES 
(White Cases Only) 
‘Approximate population 


Saskatchewan 


*849,000 
% Manitoba 


Poliomyelitis 
Chickenpox 154 
Diarrhoea & Enteritis, under 1 yr.. 11 
Diphtheria 
Diphtheria Carriers 
Dysentery—A bi 
Dysentery—Bacillary —— 
Encephalitis Epidemica 

Erysipelas 
Influenza 

Jaundice, Infectious 
Measles 
German Measles 
Meningitis Meningococcal 
Mumps 
Psittacosis 
Puerperal Fever 
Scarlet Fever 
Septic Sore Throat 
Smallpox 
Tuberculosis 
Typhoid Fever 
Typhoid-Paratyphoid Fever 
Undulant Fever 

Whooping Cough 
Gonorrhoea 
Syphilis 


ool 


il 1 wel | 11 wa 


10 


*2,825,000 
«© Ontario 


+8 


| Be | 


!These figures were not given on their reports. 


Four Week Period December 2nd to December 29th, 1956 


*2,952,000 
Minnesota 


| 


a! | 8! 


Rural—Cance 
2; Se 17; Tuberculosis, 3; 


Indians—C. 
Cough, 1. 


1956 1955 Total 
DISEASES Dec. 2 Nov. 4 to . 1 to 
Dec. 29,56 Dec. 2,'56 Dee. 315  Dec.3,'55 Dec. 29,56 Dec. 31,’55 

Anterior Poliomyelitis ..............0......... g 5 2 2 21 33 
Chickenpox .... 154 166 130 147 1167 1314 
Diphtheria ...... 4 21 0 7 48 11 
Diarrhoea and Enteritis, underl year 11 fd 26 22 147 178 
Diphtheria Carriers 1 6 0 1 9 3 
Dysentery—Amoebic ............................ 0 0 0 0 0 0 
Dysentery—Bacillary ........................... 0 0 0 2 15 31 
Encephalitis 0 0 0 0 8 1 
Influenza 5 12 8 8 100 247 
167 150 271 251 1538 2893 
Measles—German —__.................. 4 0 3 5 168 73 
Meningococcal Meningitis ................... 1 1 2 3 7 20 
Mumps ...... 97 84 110 95 1223 1270 
Ophthalmia Neonatorum ..................... 0 0 0 0 0 1 
Psittacosis ...... 0 0 0 0 1 0 
Puerperal Fever 0 0 0 0 2 1 
Scarlet Fever 9 20 13 14 153 202 
Septic Sore Throat 4 4 0 o 23 31 
Smallpox . 0 0 0. 0 0 0 
7etanus ........... 0 1 0 0 4 0 
Trachoma 0 0 0 0 0 1 
Tuberculosis 69 70 0 34 627 592 
0 0 0 0 0 7 
Typhoid Paratyphoid ........... ...... ...... 0 0 1 0 1 1 
0 0 0 0 0 1 
0 0 1 0 9 9 
Whooping Cough 15 27 38 25 389 717 
Gonorrhoea ........ 94 128 104 83 1332 1204 
10 10 6 6 84 101 
Jaundice Infectious 43 45 31 45 367 387 
Tularemia 0 0 0 0 0 3 


DEATHS FROM REPORTABLE DISEASES 
December, 1956 


; Influenza, 1; Pneumonia, Lane (490), 2; 
Pasumonia n>; forms), 13; Tuberculosis, ; Diarrhoea 
and Enteritis, 3; Septicaemia and Sehanen 1. Other 
deaths under 1 year, 23. Other deaths over 1 year, 246 
Stillbirths, 17. Total, 360. 

; Pneumonia, Lobar (490), 2; Pneumonia 
Diarrhoea and Ente- 


ticaemia and aemia, 1; Other fungus infec 
SeBthe er deaths 1 year, Other deaths 


1 272. Stillbirths, 23. Total, 


. 1; Pneumonia (others forms), 3 
~ under 1 year, 6. 
over 1 year, 6. “Total, 1 


;, Whooping 


ancer, 
Other deaths 


itis—Two more cases in December, bringing the 

year's oetal to 21, the lowest in the last 6 years. Twelve 

ad penree but only one is a respirator case. Ages 

from 10 months to 37 years, with no deaths. The 

} h Pont at Portage la Prairie was hardest hit, having 
cases. 


The four cases shown all had onset in Novem- 


Diphtheria— 
ber but not reported until December. There have been 


no new cases since then so apparently the epidemic in 
a X, is over, with 46 cases being reported plus 
8 ca © cases occurred in the Winni suburbs. 
Two pool were reported from rural Manitoba last 
summer. This is the a number of diphtheria cases 
in the province since 1 


Jaundice—Still with us. Remember it is a re- 
portable disease so please fill in a notification card for 
each case. Gamma globulin is still obtainable for non- 
immune contacts. 
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Notices 


American College of Surgeons 
Sectional Meeting 
Toronto, March 25 - 27 


Dr. Stuart Douglas Gordon, Assistant Professor 
of Surgery, University of Toronto, Faculty of 
Medicine, and his committee are planning a most 
useful three-day program, to be held at The Royal 
York, March 25-27. -General surgery sessions, a 
schedule of clinics in Toronto teaching hospitals, 
and an ophthalmology program are among the 
several features of this meeting. Among the 
topics to be considered are bursitis, amputations, 
vascular insufficiency, benign breast lesions, and 
whiplash injuries of the neck. 


Opium and Narcotic Drug Act 


The Canada Gazette, Part II Volume 90, No. 21, 
for Wednesday, November 14, 1956, contains P.C. 
1956-1624, Order dated November Ist, 1956, as 
follows: 


“His Excellency the Governor General in 
Council, on the recommendation of the Minister of 
National Health and Welfare, persuant to section 
24 of the Opium and Narcotic Drug Act, is pleased 
hereby to amend the schedule (1) to the Opium 
and Narcotic Drug Act as follows: 

1. Paragraph 14 of the Schedule to the Opium 
and Narcotic Drug Act is deleted and the following 
substituted therefor: 

(14) Synthetic phenanthrene alkaloids, or their 
preparations or their derivatives, or salts, as for 
example: 

Racemorphan (di-3-hydroxy-N- 

methylmorphinan), 

Levorphan (1-3-hydroxy-N-methylmorphinan) 

and 
methylmorphinan), 

Racemethorphan (di-3-methoxy-N- 

Levomethorphan (1-3-methoxy-N- 

methylmorphinan), 
and all derivatives thereof, under whatever names 
they may be sold, manufactured or offered for 
sale, but not including Dextrorphan (d-3-hydroxy- 
N-methylmorphinan, Dextromethorphan (d -3- 
methoxy-N-methlymorphinan), and Levallorphan 
(1-3-hydroxy-N-allylmorphinan). 


Children’s Hospital 
Winnipeg, Man. 

Re: Ward Rounds and Clinical Conferences 

1. Weekly Grand Round 11-12 a.m. Thursday 
mornings throughout the year. 

2. Medical Staff Clinical Luncheon, the first 
Friday of each month (except July and August), 
12.30 to 2 p.m. 

4 Special Tuesday noon conferences 12 to 1, 

First Tuesday of the month, Therapeutics, 
(Dr. Nickerson). 

Second Tuesday, X-ray Diagnosis, (Dr. 
Childe). 

Third Tuesday, Cardiac Conferences, (Drs, 
Ferguson, Medovy, Armstrong, etc.). 

All these meetings take place in the Playroom 
at the East end of the first floor. 

The members of the Medical profession are 
invited to attend these Conference and Ward 
Rounds. 


Medical Library Evening Hours 
sponsored by 
The Winnipeg vanes Society 
an 
University of Manitoba 
The Library will be Open from 


6 p.m. to 10 p.m. 
Monday through Friday 
fr 


‘om 
November Ist to December 20th, 1956 
~ and from 
January $rd to April 18th, 1957 
Regulations 

(1) The Library Committee wishes it under- 
stood that the Closing Hour of 10 p.m. will be 
STRICTLY ADHERED TO; 

(2) All Reading Room facilities available to 
Physicians and Students; 

(3) The Student on duty will assist in looking 
up subjects in the Quarterly Cumulative Index 
Medicus for the last ten years; 

(4) If previous references are required they 
should be obtained during the regular library 
hours (9 a.m. to 5.30 p.m.). 

(5) The stackrooms will NOT BE OPEN. 
October 23, 1956. 

The Medical Library Committee. 
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Office To Rent — Good Location 


Office to rent in ultra modern building, 
available immediately in Winnipeg’s leading 
neighborhood shopping area, with large 
population to draw from. Wonderful oppor- 
tunity for Doctor to establish himself. Write 
a Mr. B. Karr, 513 Selkirk Ave., Winnipeg, 

an. 


—- 


REMEMBER 
Winnipeg Medical Society 
BENEVOLENT FUND 


Subscriptions may be sent to 
604 Medical Arts Building 


Equipment For Sale 


Haines proctology ex. table with hydraulic 

lift and gyne. leg rests; 

Castle Elect. sterilizer 7” x19”, built in 

inst. cabinet; 

Electric Centrifuge, 2 arm; 

Laboratory Bench 16” x 34”, with shelves 

and 10 drawers; 

Cystoscopics set of 3. Endoscope, single 

ureter and 2 ureter catherization. 

1 Cameron diagnostic set with rheostat; 

1 Lynch Sigmoidoscope. 

Many other pieces too numerous to mention. 
Price 65% of Retail price F.O.B. Winnipeg. 

Most of this equipment is in good as new 

condition. On view by appt. Terms: Cash. 
For complete information, phone SU3-0868 

or write to Box 201 Man. Medical Review. 


Doctors’ and Nurses’ Directory 
247 Balmoral Street, Winnipeg 1, Man. 
24-Hour Service 
Victorian Order of 


Nurses — Night calls, 
Sundays and 


Phones: 
Doctors’ — SU 3-7123 
Nurses’ — SP 2-2151 

Registered Nurses Holidays 
Practical Nurses Phone SP 2-2008 
Dental Emergency Service 
Physiotherapists and Masseuses 
P. BROWNELL, Reg. N., Director 


RAMSAY-MATTHEWS LTD. 


Ophthalmic 
Dispensers 


103 Medical Arts Building 
Phone 92-3523 
Winnipeg, Man. 


SPECIALIZING 


in pregnancy tests 


Sprague-Dawley albino rats used for 
ACCURACY 


Lab. open at 8 a.m. 
Tests received before 9 a.m. reported before 
6 p.m. 
Sundays and holidays, by appointment. 
Containers sent on request. 


Phone 92-6935 Day or Night 
WESTERN BIOLOGICAL LABORATORY 


207 Boyd Bidg., 388 Portage Ave. 
Winnipeg 1, Man. 


Medical Library Accessions 


The Medical Library issues lists of books added to the Library twice a year. 
The January-to-June receipts list is distributed during the autumn and the 
July-to-December list early in the spring. These are always sent to the hospitals 


and clinics in Manitoba. 
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Detailmen’s Directory 


Representing Review Advertisers in this issue, 
whose names are not listed under a _ business 
address. 


Allen and Hanburys Co. Ltd. 


Ayerst, McKenna and Harrison 

British Drug Houses 

F. J. Burke iz 43-1753 

Calmic Limited 


Carnation Company Ltd. 


—= 


Merrell Co., The Wm. S. 


Nadeau Laboratory Ltd. 
Andrew Desender ... 


Ortho Pharmaceutical Corp. 
Don MacDonald 


Parke, Davis & Co. 


40-1138 

40-444} 

K. J. Robinson (Brandon) ..........................- - 

J. A. Winram ..... 40-5373 
Pfizer Canada 

W. R. Mitchell ... SP 2-0676 

W. G. Johnston .................. 


Poulenc Limited 


Dan Wright .. ED 1-3515 
Den Bryant ............. ... 6-2068 W. J. Plumpton 
Ciba Company Ltd. Harold Tetlock 50-8386 
Brathwaites Ltd. 92-2635 
G. D. Searle & Co. 
23-5900 John D. Nicolson 50-4447 
General Electric Co. X-Ray Dept. Smith, Kline and French Inter-American Corp. @ 
E. A. Nickerson fe 92-4277 Boyd C. Affleck VE 2-123% 
Geigy Pharmaceuticals Squibb & Son, E. R. q 
ED 4-3389 J. H. Dom MacArthur 40-474 
Lederle Laboratories q 
E. A. Gorick . SP 5-5359 Warner-Chilcott Labs. 
T. E. Prendergast ...... 40-7851 A. L. (Andy) Argue 6-16195 
John E. Lee .... 43-2068 
Mead Johnson 
Robert Henderson 42-6947 Winthrop Laboratories 
R.M. Kelly ......... 40-6 
Merck Sharp and Dohme (Canada) Ltd. y 
SP 4-0302 Stuart Holmes .......... 59-4278 
ACCUIALY « 
The technique of craftsmanship as we apply it 
to your prescription, is a guarantee of accuracy. 
Mallon Optical 405 Graham Ave., Winnipeg 1 Phone 92-7118 & 


20-4909 
x 
Be 
La 
: 


334 
237 


